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E title is somewhat misleading as given in 

the program. I don’t wish to discuss in de- 
tail the technique of this operative procedure, 
but rather to try to justify the one-stage resec- 
tion of the cecum, ascending colon, hepatic flex- 
ure, and even over as far as the mid-portion 
of the transverse colon. 

Resection of any portion of the large bowel 
remains a serious surgical procedure to be un- 
dertaken only upon adequate indication and 
with refined technique. Meticulous care as re- 
gards the preservation of the blood supply of 
the remaining intestine and prevention of dis- 
tention at the line of suture as insisted upon by 
Jones! are necessary to a successful anasto- 
mosis, while prevention of at least gross soiling 
of the peritoneal cavity and abdominal wound 
is important as regards freedom from serious 
infection. 

The first attempts at operations upon the large 
bowel, made shortly after the introduction of 
the ‘‘antiseptic method,’’ frequently violated 
not only one but all of these essentials and the 
chances of the survival or death of the patient 
were about equal as shown in the earlier reports 
of Billroth? (1891) and Czerny“ (1890). In 
those resections confined to the region of the 
cecum and reviewed for the first time in the 
English literature by Magill* (1894), the mor- 
tality had dropped to one in three or four, and 
in another ten years, to one in five or six at which 
level it seems to have remained in many clinics 
(Cheever®, Finsterer*, Lahey 

No one has been content i so high a mor- 
tality and consequently various new or modi- 
fied procedures have been proposed. The more 
important of these have divided the operative 
attack into two or more stages. So Rankin“ rec- 
ommends the performance first of an ileocolos- 
tomy and in a second stage the removal of the 
growth, while Lahey’ uses a modification of the 
Mikuliez procedure by which mobilization and 
resection of the tumor are done in the first at- 
tack. 
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Other surgeons and probably the majority em- 
ploy resection and immediate anastomosis as 
described by Friedrich“ and Kocher“. In this 
country this was used quite early by Senn" and 
Carmalt*? and somewhat later described by 
Secudder'*. The important points in this are the 
mobilization of the ascending colon and hepatic 
flexure by division of the lateral peritoneal at- 
tachments, the ligation of the blood supply at 
the root of the mesentery thus enabling one to 
resect in a radical manner the lymphatie ap- 
paratus, the closure of the proximal end of the 
colon and the immediate reéstablishment of con- 
tinuity by an ileocolonic anastomosis. This 
method as introduced by Carmalt'? had been 
used in the Surgical Service of the New Haven 
Hospital for many years and had come to be 
regarded as the most satisfactory of the vari- 
ous resections of the large bowel. The advocacy 
in recent years of the multiple stage proce- 
dures has caused us to review the instances in 
this clinic in which the cecum 4nd ascending 
colon have been resected during the years sub- 
sequent to 1923, that is approximately eleven 
years. 

Of these there have been twenty-nine. Eight- 
een have been done for carcinoma (with two 
deaths) of the cecum, ascending or transverse 
colon; four for suppurative and proliferative 
typhlitis; three for non-specific granulomata; 
two for volvulus of the cecum; and two for con- 
genital adhesions and partial obstruction of the 
ascending colon. Of these, fourteen have been in 
the female and fifteen in the male. The oldest 
patient operated upon was seventy years of age, 
the youngest seven weeks. The distribution ac- 
cording to decades was as follows: under ten, 
one; ten to twenty, two; twenty to thirty, 0; 
thirty to forty, seven ; forty to fifty, Six; fifty to 
sixty, three; sixty to seventy, nine; seventy and 
over, one. Of these, eighteen were operated 
upon by one surgeon, two each by two other sur- 
geons and the remaining seven by seven differ- 
ent surgeons. One of the two operative deaths 
was in the hands of the surgeon who had done 
the majority of the operations, the other in those 
of one less experienced. In fourteen patients, 
| including the two deaths, there was intraperit- 
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oneal drainage; in the other fifteen, there was 
none. Previous decompression of the line of 
anastomosis with a tube in the ileum according 
to the Witzel technique was employed three 
times and in one of these the patient died. In 
one other instance obstruction at the anastomo- 
sis required the insertion of such tube at a sec- 
ondary operation and in another because of lo- 
ealized peritonitis and obstruction, an ileostomy 
was done. Both of these patients recovered. 
They had had end-to-side anastomoses. Alto- 
gether thirteen of these were done while in six- 
teen the continuity was reéstablished by a side- 
to-side anastomosis. In five patients there were 
serious complications, in two instances leading 
to death. There were ten with mild complica- 
tions which did not materially prolong the stay 
in the hospital, while in fourteen, there were no 
complications. 

The mild complications were, in two instances, 
a temporary cystitis, both in women and prob- 
ably following catheterization but subsiding 
quickly, one of these having in addition a small 
sacral decubitus. There were two instances of 
relatively minor pulmonary infarction, one in a 
patient with a moderate wound infection, the 
other in a more seriously complicated case to 
be discussed later. There were eight instances 
of slight to moderate infection of the abdominal 
wall, resolving rapidly under conservative treat- 
ment. 


The three patients with severe complications 
will be described more in detail. In the first of 
these, a carcinoma of the hepatic flexure, an end- 
to-side anastomosis was made, the clamp on the 
ileum being left in place until the suturing was 
complete save for one stitch, one of the many 
relatively aseptic methods of anastomosis. The 
operator neglected to ‘‘milk open’’ the anastomo- 
sis and forty-eight hours later the patient showed 
very evident signs of obstruction of the small 
intestine. The wound was reopened, the ileum 
ineised proximal to the anastomosis and a tube 
placed through the anastomosis by the Witzel 
technique. The result was a sharp infection of 
the wound with a temporary fecal fistula, then 
phlebitis of the legs, several moderately severe 
pulmonary infarctions and a stay in the hos- 
pital of eighty-nine days. He is now quite well, 
with a small but not troublesome hernia in 
the scar which has not required repair. The 
remaining two instances were where the gross 
appearance of an acute appendicitis and typhlitis 
was such that carcinoma seemed highly probable 
and a resection was proceeded with in spite 
of the danger, well recognized at the time, of 
serious infection. In one of these, although pri- 
marily drained, a localized peritonitis devel- 
oped and obstruction at the end-to-side anas- 
tomosis. The wound was reopened, the adja- 
cent peritoneal cavity freely drained and an 
ileostomy done which was later reduced. This 


patient was in the hospital 133 days and has 
now, although otherwise well, a considerable 
hernia in the wound sear which however is well 
controlled with a corset. In the third instance 
and likewise with an end-to-side anastomosis and 
drainage, a severe wound occurred with the for- 
mation of a fecal fistula which required a sec- 
ondary operation for closure. He is likewise 
left with a wound hernia, but is otherwise well. 

The two fatal cases require more detailed con- 
sideration. Both were instances of carcinoma, 
in one of the ascending colon, in the other of 
the transverse colon. In the first instance the 
patient was a feeble, cachectic man of sixty- 
six with a marked secondary anemia and an ex- 
tensive growth. Drainage was used, but it was 
probably withdrawn too soon, for after a few 
days of satisfactory convalescence he developed 
a severe and persisting wound infection which 
probably became generalized and of which he 
died on the sixtieth postoperative day. In the 
second instance, the patient was a partially 
starved and cachectic man of forty-eight again 
with a marked secondary anemia, and having a 
carcinoma of the transverse colon adherent to 
the anterior abdominal wall and invasion of the 
colon as far as the cecum. The operator com- 
mitted himself to a resection before realizing the 
extent of the lesion and was forced to proceed 
with an extensive operation in a patient who was 
a decidedly poor risk. Drainage was employed 
and a Witzel tube placed through the anastomo- 
sis from the ileal side. While the patient re- 
covered surprisingly well from the immediate ef- 
fects of the operation, he developed a severe 
wound infection with a fecal leak about the tube 
and at the same time a purulent bronchitis from 
which he died on the twelfth day. 

The two deaths then occurred in instances 
of carcinoma of which there were eighteen, giv- 
ing a mortality ratio of eleven per cent, while 
in the remaining eleven resections there were no 
deaths, or for the entire group a mortality of 
approximately seven per cent. Of course these 
figures should not carry too much weight, for 
with the limited number of cases involved one 
less death would lower the ratio to 3.5 per cent, 
and one more raise it to 10.5 per cent. It never- 
theless seems apparent to me that the danger 
of death from this operation is as low as ob- 
tains with any other equally major procedure. 

Mortality is not by any means the only test 
of the desirability of a particular operation. 
When dealing with malignant disease an equal 
consideration is that of prolongation of life. Of 
the eighteen instances of carcinoma reported 
here, two died in the hospital following the op- 
eration, and four presumptively of the disease: 
at four years; one year, eight months; 
one year, two months; and seven months, re- 
spectively. There are twelve still alive, of whom 
four have gone over five years, four over three 
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years, two over two years, and two less than 
one year. This gives a percentage of ‘‘five- 
year cures,’’ counting only those done preced- 
ing 1930, of fifty-five per cent and of ‘‘three- 
year cures’’ again counting only those done pre- 
ceding 1932, of sixty-three per cent. 

A less important but nevertheless weighty 
consideration is what the normal expectancy of 
hospitalization may be following the operation. 
This may be obtained by utilizing those instances 
in which the relatively normal course of events 
occurred, twenty-three in number. The aver- 
age postoperative hospitalization of this group 
was 24.7 days, the maximum being thirty-five 
and the minimum sixteen. There was no signifi- 
cant difference between the malignant and the 
non-malignant divisions. 

DISCUSSION 


From the experience in this clinic, then, one 
may say that the one-stage resection of the ileo- 
cecal region and adjacent intestine is a method 
with a reasonably low mortality whether done 
for malignant disease or for other cause, that 
the serious complications will be relatively few 
in number, that the necessary hospitalization 
will be from three to four weeks, and that the 
chances of restoration to normal health are ex- 
cellent. 

It is difficult to compare this with the multi- 
ple stage procedure, of which I am unable to 
find any adequately detailed report. One may 
gather from papers dealing with this subject, 
however, that the mortality is not lower and in 
most instances appreciably higher, while it is 
safe to infer that in any multiple stage pro- 
cedure the opportunities for complications are 
multiplied and the days of hospitalization in- 
ordinateiy prolonged. If equally radical resec- 
tions are performed so as to ensure the maxi- 
mum chance of ‘‘cure’’ of malignant disease, 
then at some stage an operation practically as 
severe as the one-stage procedure must be done, 
for the restoration of the continuity of the in- 
testine is but a minor part of the operation. 

Granted that this is true, there should be every 
effort to make this operation as safe and effec- 
tive as possible. Certain lessons seem to have 
been learned by an analysis of our experience. 

The immediate effect of this procedure is not 
so devastating as one might expect from the 
amount of dissection and the time consumed. 
In no instance has the condition of the patient 
on the operating table or within the next twenty- 
four hours been particularly precarious. This 
has been due in part to rather energetic antici- 
patory treatment with fluids and transfusions, in 
part also to the nature of the operation itself. 
In most instances it is possible at the start to so 
mobilize the cecum and colon, that the remain- 
der of the operation is done essentially extra- 
abdominal] 


y. Careful walling off protects the 


peritoneal cavity and its contents and at the 
same time minimizes the danger of soiling, and 
this can be more easily and adequately done 
in this intestinal resection than in any other 
that has to do with the large bowel. 


As is apparent from a review of the serious 
complications the major danger is that of infee- 
tion which may arise from spilling of the con- 
tents of the large intestine during the resection 
or anastomosis, the giving away of tlie line of 
suture, the doing of the procedure in an already 
infected field, or the necessity of reopening the 
wound because of obstruction. 

In two instances the last occurred, and in 
both with an end-to-side anastomosis. While in 
one of these the fault was an inexcusable tech- 
nical error, nevertheless, I believe that the side- 
to-side anastomosis is a safer procedure. It has 
an additional advantage in that the blood supply 
is preserved under all circumstances, while with 
the end-to-side, it may be impaired by the im- 
proper placing of a stitch. The giving away of 
the line of suture is most unlikely other than 
with a deficient blood supply. 

The spilling of fecal material is only possi- 
ble, except with the grossest negligence, with the 
exception of the moment of opening the large 
bowel for the anastomosis, and here it may be 
minimized. The simplest method of closing the 
proximal ileum and the distal colon is by erush- 
ing the gut with a Payr clamp, ligating with 
plain catgut at the crushed point and invaginat- 
ing the stump beneath a pursestring suture of 
fine silk with additional infolding stitches. The 
anastomosis is made in a way that avoids gross 
soiling. A posterior layer of interrupted silk 
is inserted in the colon at the lower edge of the 
taenia lying beneath the omentum. The perito- 
neum and muscular coats are carefully in- 
cised down to but not into the mucosa in both 
colon and ileum. A fine catgut continuous suture 
gives a second posterior layer including only the 
peritoneum and muscle. The first anterior layer 
is then placed of Cushing stitches of fine silk, 
interrupted, which are not tied but pulled aside 
to expose the line of incision which is then made 
first into the ileum and then into the colon. As 
soon as this is done, the stitches which have 
been set are pulled up thus closing the anterior 
wall, and tied. A second layer of silk stitches is 
placed and the omentum tacked down over the 
line of anastomosis as well as about the blind 
end of the colon. In this way if the colon has 
been ‘‘milked’’ empty of contents and an ob- 
structing clamp placed across it, very little soil- 
ing occurs. It is not necessary to approximate 
the mucosa. It is, I believe, important in all su- 
turing involving the wall of the large bowel to 
employ very fine silk upon very fine needles, for 
the usual catgut threaded upon a Murphy in- 
testinal needle cannot be introduced without en- 
tering the lumen of the gut. 
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If this procedure is carried out meticulously, 
in most instances it is unnecessary, in fact safer, 
not to drain the abdominal cavity. In this se- 
ries we had no occasion to regret not draining, 
although we do not by any means recommend 
this as a routine practice in all cases. If, how- 
ever, drainage is used, it should be of rubber 
sheath material and placed well away from the 
line of anastomosis. To drain to the suture line 
is, of course, to ensure its breaking down and 
the formation of a fecal fistula if nothing worse. 
On the other hand rubber slip drainage for a 
few days of the layers of the abdominal wall is 
expedient in most instances. Some of the mild 
wound infections in this series would probably 
have been prevented if this had been done as a 
routine. 


A frequent reason for infection from a break- 
ing down of the anastomosis in the large bowel 
is obstruction from distention of the bowel 
with feces, many times inspissated proximal to 
the line of anastomosis. Nothing can be 
more disastrous than the carrying out of a 
resection in the face of such a handicap. This 
situation, however, rarely obtains with the le- 
sion below the hepatic flexure and not usually 
when it is in the transverse colon. The patient 
appears not because of obstruction but rather 
by reason of a systemic reaction or the presence 
of a palpable tumor. Only once in this series 
was it felt necessary to decompress a distend- 
ed cecum and probably here a primary resection 
could have been done with safety. 

As for postoperative distention causing rup- 
ture of the suture line following this operation, 
that is not a serious risk for two reasons: The 
first is that routinely an inlying rectal tube 
is employed from the time the patient leaves the 
operating room until danger of such is past, that 
is for three or four days. The second reason 
is that normally the large bowel distends be- 
cause gas and fluid do not readily regurgitate 
through the ileocecal valve. With this removed, 
as is the case here, any moderate tendency to 
distention is dissipated throughout the lower 
part of the small intestine as well as the remain- 
ing colon and the pressure thus reduced. Seri- 
ous distention was encountered in this series only 
in the two instances of obstruction. 


Therefore it seems unnecessary to employ de- 
compression with an inlying tube, although this 
was done three times. The regurgitation of the 
fecal contents into the ileum and the inlying 
tube and within a day or two about it, may lead 
to disastrous wound infection and at the least 
a fecal fistula. I should reserve then the use 
of the inlying tube for decompressive purposes, 
only in those exceptional cases where it is most 
urgently indicated. 

With these considerations in mind, the one- 
stage resection of the ileocecal region according 
to our experience is a very satisfactory opera- 


tion, correct in principle and reasonably safe in 
performance. The mortality is as low as or lower 
than with any other procedure accomplishing the 
same purpose, and the normal hospitalization 
probably materially less. 


CONCLUSIONS 


Twenty-nine instances of ileocecal resection in 
one stage are reported. There was no death dur- 
ing the operation or within the first week. Two 
deaths occurred, one at twelve days, and the 
second at sixty, giving a hospital mortality of 
6.9 per cent. These deaths were among the 
eighteen suffering from malignant disease, giv- 
ing a mortality for this group of 11 per cent. 

Fifteen of the twenty-nine patients suffered 
from postoperative complications of which only 
five were of serious import and of these two 
died. The average period of hospitalization for 
those cases without serious complications was 
twenty-five days. 

In the group of malignant disease the five 
year cure’’ ratio is fifty-five per cent, and the 
three-year sixty-three per cent. 

As a result of consideration of these data, 
the one-stage procedure would seem to be the 
method of choice, reserving the multiple stage 
operation for unusual and special circumstances. 
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Dr. Ernest M. DALAND, Boston, Mass.: I believe 


that the one-stage procedure is desirable if possi- 
ble. I think there is an occasional case where it 
cannot be done. Such was my first case, a man with 
acute obstruction, which in itself is unusual in 
cancer of the cecum. 

This man was operated on for acute obstruction 
late at night. It did not seem advisable to do a re- 
section at the time and I made a shortcircuiting an- 
astomosis. I learned considerable from that opera- 
tion. A week later, when I went in, I found that, 
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due to the subsiding edema and distention, my an- 
astomosis was much too close to the growth. I had 
to do a second anastomosis, and I really did a one- 
stage operation at the second sitting. 
I want to show three slides of a surgical curiosity. 
(Slide.) This was a man about fifty years old, 


of that operation we do not know, 
to say that three or four weeks later 
oped a fecal fistula, and a cauliflower growth 


. 


He was about fifty and in fairly good condition, 
so it was decided to do a short-circuiting operation 
to relieve his fecal fistula, if possible. The abdomen 
was opened beyond the left of the midline, and ex- 


there was no sign of carcinoma inside the abdomen. 
The liver was negative. The ileum and the ascend- 
ing colon came up side by side in a very nice spon- 
did a side-to-side anasto- 
after the growth at 


FIG. 2. After second stage Mikulicz operation. 
the same sitting, resecting the skin and fascia lesion. 
(Slide.) We found that we were well away from the 
disease, and did a Mikulicz operation with a suc- 
cessful closure. 

(Slide.) This was taken about two weeks later. 
He was followed for one year without any recurrence 


FIG. 3. 
but he has been lost sight of for the past year. It 
enocarcin 


Condition on discharge. Fistula closed. 


was an oma of the colloid type. 

Dr. Ernest L. Hunt, Worcester, Mass.: I am 
in substantial agreement with Dr. Harvey that the 
two-stage procedure is rarely necessary in right 
colonic malignancy unless, of course, it is obstructed, 
which is rarely the case. 

I think the preoperative preparation in which 
magnesium sulphate is used fairly frequently, will 
put the gut into a condition in which a primary re- 
section is likely to be successful so far as the 
initial phase goes. You are not so likely to get im- 
mediate postoperative complications. 

Dr. Harvey’s list of cases that he classed as 
typhlitis, suggests the question as to whether resec- 
tion was the best type of procedure for those cases. 

One cannot draw conclusions from so scanty a 
summary, but I think that we might utilize side- 
tracking operations for those somewhat indefinite 
inflammatory lesions about the cecum, with perhaps 
more satisfaction than a n, especially if 
they are of tuberculous origin. 

A case of a young S upon whom I operated a 
few years ago illustrates that point. I could feel a 
palpable tumor. He was rather thin, a sort of run- 
down individual. I operated with the expectation of 
finding ileocecal tuberculosis, thought I did find it, 
as it showed a large induration. The cecum was 
swollen and distorted so that I could not even recog- 
nize the appendix. I did a short-circuiting opera- 
tion, and six weeks later went in expecting to resect 
the cecum, and found practically a normal condi- 
tion, and an appendix lying handy to be removed, not 
apparently diseased. 

The utilization of the principle of rest will get 
us 21 of some situations in intestinal 
w 


Dr. Harvey: I think Dr. Hunt’s comments are 
very pertinent, particularly in the two instances in 
which a resection was done in the presence of acute 
appendicitis. Those were situations which required 
very careful surgical judgment. Very likely bad 
judgment was used. 

I want to point out in both instances, however, 
that we were dealing primarily with acute appendi- 
citis, which required some sort of treatment. As far 
as the removal of the appendix was concerned, if we 
had decided to do a short-circuiting procedure, it 
would have been necessary also to do an appen- 
dectomy. 

From my days as house officer, I still retain viv- 
idly in mind an instance of a carcinoma of the 
cecum with acute appendicitis in which appen- 
dectomy was done. I had to dress the patient with 
a fungating carcinoma coming out of the fistula, and 
the result was extremely distressing. Perhaps that 
has made me a little over-radical in handling these 


cases. 
I should like to point out that in some of the in- 


— 
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FIG. 1. Colloid carcinoma of cecum, protruding through 

appendectomy scar. 
who two years before admission to the hospital 
had had an appendectomy for right lower quadrant 
pain. 
but, su 
appeared on the abdominal wall. This was cau- 
terized at one time and when he came to us, it had 
this appearance, with a fecal fistula in the center. 
ploration showed it was a carcinoma of the cecum 
which had herniated through the appendix scar, and 
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stances of resections of carcinomata in which there 
were no postoperative complications, in two or three, 
I think, the tumor of the cecum was discovered in- 
cidentally through the exploration for the acute ap- 
pendicitis. 

The case of Dr. Daland is exceedingly interesting, 
and leads me to tell you, in greater detail, if I may 
have a minute, about one of the instances reported 
here. A middle-aged woman had a hysterectomy 
many years before, and as a result a bad ventral 
hernia. She was admitted with a fluctuating ab- 
scess with inflammation about it in the abdominal 
wall about the hernia, and we supposed that she had 
an incarcerated hernia. We were forced to drain the 


abscess because of the acuteness of the infection. 
This cleared well but left a small fecal fistula. 

We started to do something for it and found 
that there was a carcinoma of the transverse colon 
which had herniated into the ventral scar, become 
adherent and formed an abscess. In spite of that 
rather complicated situation, we resected the trans- 
verse colon, according to this procedure, with as- 
cending column and cecum, did an immediate anas- 
tomosis, and made a rather wide repair of the ab- 
dominal wall for the hernia. We did not drain ex- 
cept in the superficial part of the wound. This was 
—— of the cases that recovered with no complica- 

ons. - 
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AMEBIASIS IN BOSTON 


BY GEORGE CHEEVER SHATTUCK, M.D.* 


HE great interest which has been aroused in 

amebiasis by the outbreak of amoebic dysen- 
tery which occurred last year in Chicago, sug- 
gests the desirability of publishing the follow- 

ing information. 

During the year 1929, by courtesy of the Med- 
ical Staff of the Peter Bent Brigham Hospital, 
Dr. L. R. Cleveland had the opportunity to ex- 
amine seventy stools from the same number of 
unselected cases in the wards of that hospital. 
All the specimens were examined microscopical- 
ly and many of them were cultured as well. His 
findings were as follows: 

Entamoeba histolyti 

Entamoeba coli 

Endolimax nana 


Dientamoeba fragilis 
Iodamoeba buetschlii 


Total 9 (12.8%) 


In no case was more than one kind of amoeba 

found. Of the amoebae listed, only E. his- 

*Shattuck, George C.—Assistant Professor of Tropical Medi- 
School. For record and add 


cine, Harvard Medical ress of author 
see “This Week's Issue,“ page 1067. 


(2.8%) 


| 


tolytica is pathogenic. This was present in only 
2.8 per cent of the cases. 

Surveys':* in other northern parts of the 
United States have shown the presence of E. his- 
tolytica in, roughly, from five to ten per cent of 
persons examined. Therefore, Cleveland’s per- 
centage of positives is comparatively low. On 
the other hand, it is in accord with my experi- 
ence of some years ago at the Boston City Hos- 
pital where I examined a large number of stools 
from ward patients and was surprised by find- 
ing very few pathogenic amoebae. 

It is believed that the low percentages of posi- 
tives may have been due, in part, to the presence 
of urine in some of the specimens. On the other 
hand, it seems probable that amoebic infection 
is less common in Boston than in some of the 
other northern cities. 
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DISPLACEMENT OF THE LIVER* 


BY CHARLES W. MC CLURE, M. p., 


HE purposes of this communication are to 

report a case of total displacement of the 
liver, and also to call attention to the symp- 
tomatology of this rather uncommon condition. 
The latter has been established by correlation 
of data obtained from laparotomy or autopsy 
findings afforded by the published reports of 
other observers. Synonyms under which the 
condition is described in the literature are 
hepatoptosis, wandering liver, movable liver, 
floating liver and prolapse of the liver. 

In the case report of total displacement of 
the liver which follows, displacement was cor- 
rectly diagnosed by means of contrast x-ray 
films. 


A white housewife of fifty complained of pain in 
the right flank of eight years’ duration. Highteen 
years previously cholecystectomy had n per- 
formed. Otherwise the past medical history was es- 
sentially negative. In 1923 the patient was coasting 
on a large sled lying prone on the abdomen. Sliding 
down a steep hill the sled went over a ledge three 
feet high. When the sled landed the concussion to 
the patient’s abdomen caused epigastric pain which 
radiated through to the back to the right of the 
tenth to twelfth dorsal vertebrae. The pain per- 
sisted about ten minutes, and was so severe the 
patient stated that she “felt as if she were split 
open.” In 1925 the patient had an attack resem- 
bling grippe lasting about ten days. During this ill- 
ness, paroxysmal pain developed under the cos 
margin in the left hypochondrium. It varied in 
severity from mild to sharp. It was aggravated by 
deep inspiration. It bore no relation to food and 
did not disturb sleep. The pain described was oc- 
casionally accompanied by mild pain in the ridge of 
the left trapezius muscle, in the occipital region and 
in the right flank at edge of the ribs below the right 
axillary region. There were no symptoms referable 
to the gastrointestinal, cardiorespiratory, genito- 
urinary or neuromuscular systems. Her weight was 
usually 133 pounds. On physical examination a mass 
was palpable in the epigastrium. It was smooth, 
moved with respiration, firm in consistency, and mod- 
erately tender. Its upper border was beneath the 
ribs. The lower border extended across the region 
between the ribs of the epigastric notch. The tumor 
was interpreted as part of the left lobe of the liver. 
Otherwise physical examination was essentially neg- 
ative. The patient’s weight at this time was 12 
pounds. The usual chemical examinations of the 
blood and urine elicited no pathologic findings. 


In May, 1933 the patient was again examined. 
During the interim since 1925 there had been no 
infectious diseases, cardiorespiratory, genitourin- 
ary or neuromuscular affections. During the last 
year the weight had fallen from 134 to 115% pounds. 
Since 1925 each year abdominal pain had been 
present over a period of two to three months; usu- 
ally during the late winter. The pain developed 
without relation to exertion or position, but lying 
on the right side aggravated it. It was often “ex- 
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cruciating”, persisted a few hours to a few days and 
was localized in the right flank. It was accompan- 
ied by abdominal bloating and discomfort. The ap- 
petite was poor, the bowels were moderately con- 
stipated. There was no nausea, no vomiting, no 
water brash, no regurgitation, no borborygmus, no 
peristaltic unrest or other gastrointestinal symp- 
toms other than the pain and discomfort described 
above. 


On inspection the abdomen was full and rounded, 
whether erect or prone, and the muscles were of 
normal tone. In the right flank was an oval pro- 
tuberance 12 cm. long and 5 cm. wide. On palpation 
the entire right half of the abdomen was filled with 
a firm, smooth, non-tender, immobile tumor. It ex- 
tended from the midline of the abdomen to the flank 
where a part of its upper portion formed the pro- 
tuberance descri The tumor reached to the 
crest of the right ilium below and above it disap- 
peared under the right costal margin. 

Other than for a somewhat lowered hemoglobin, 
sixty-seven per cent Sahli, and for three positive 
Hinton reactions, the usual clinical examinations of 
blood were negative. Examination of the urine 
showed nothing unusual. The character of the 
chemical analyses of duodenal bile and lowered tol- 
erance to galactose both indicated the presence of 
liver functional disturbance. 

X-ray films of the size, shape, and position of both 
kidneys were within normal limits. The right dia- 
phragm was not elevated and its costophrenic angle 
was clear. Intravenous pyelograms showed nothing 
abnormal. Gastrointestinal barium studies showed 
that the stomach, duodenum, and small intestines 


tal] occupied only the left half of the abdominal cav- 


ity. After barium enema it was found that the 
hepatic flexure and ascending colon were displaced 
downward mesially by a large tumor mass in the 
right abdomen. Films taken after producing pneu- 
moperitoneum showed no shadows in the regions of 
the epigastrium and left hypochondrium. However, 
a shadow interpreted as that of the liver occupied 
the right half of the abdominal cavity from the 
edge of the ribs to below the crest of the ilium. 
Between the upper border of this shadow and the 
air bubble beneath the right diaphragm lay another 
shadow of undetermined origin. Because of the un- 
certainty of the x-ray diagnosis and because the con- 
sulting urologist and consulting surgeon urged oper- 
ation for removal of the palpable tumor, it was con- 
sidered permissible to administer thorium dioxide. 
Accordingly the commercial preparation thorotrast 
was given intravenously and satisfactory contrast 


¢| films were obtained. The liver shadow was rotated 


downward so that the middle and left lobes lay 
under the dome of the diaphragm and above the 
right lobe. The right lobe occupied the right half 
of the abdominal cavity to beneath the crest of the 
right iliac crest. Within the right lobe of the liver 
was a relatively large filling defect. These findings 
are readily discernible in the reproduction of the 
x-ray film (see figure 1). 


The diagnoses were as follows: displacement of 
the liver, i. e., total hepatoptosis; tertiary syphil- 
is; gumma of the liver. The trauma was con- 
sidered the cause of the hepatoptosis and the 
gumma an incidental finding. The contrast films 
of the liver, excluding the area of the tumor, 
showed no defects in the liver substance. This 
finding goes far to eliminate cirrhosis. Whether 
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the liver is enlarged is debatable. The consult- 
ing radiologists agreed that the liver’s shadow 
was abnormally large. However, the normal liver 
is an organ large enough to fill the right half of 
the abdomen, especially when flattened out. Both 
the rotation and site of the liver in this patient 
are so unusual that there are no criteria with 
which to determine the normality of its size. If 
there is actual enlargement of the liver’s shadow 
it is interpreted as the result of flattening out of 


URE I. This illustration shows the left lobe of the 
leaf of the diaph 


within the represents a gumma. 
The io eutlined beneath the left leat of the 
that organ thereby increasing its transverse and 
longitudinal diameters; and is not interpreted 
as the result of intrinsic disease. 

The treatment of this patient has consisted 
in general hygienic measures, courses of intra- 
muscular administration of bismuth and of mer- 
eury, and oral administration of potassium io- 
dide. Up to the present no measures have been 
taken to correct the displacement of the liver. 

Seventy cases (1 to 52) of total hepatoptosis of 
the liver, in which the diagnosis was confirmed 
on laparotomy or autopsy, have been collected. 
Of the seventy cases only six were men; thus the 
condition is largely confined to women. The 
condition was most common between the ages of 
twenty and fifty, by far the greatest number oc- 
curring between the ages of thirty and forty; 
the youngest was twenty" and the oldest sixty- 
seven! “. Pregnancy had preceded the symptoms 
in thirty-three of the sixty-four women. In 
nine the symptoms had developed suddenly and 
immediately following trauma or unusual physi- 
eal exertion. Trauma was the apparent cause 
in our case. Paralysis of the right leaf of the 


diaphragm due to diphtheria + was considered to 
be the cause in one ease“. The condition was 
congenital in 
found“. 
maining twenty-six cases. However, with few 
exceptions these patients were described as 
splanchnoptotic. 

Of fifty-three uncomplicated cases in which 
the duration of symptoms was stated, it varied 
from one week to twenty-two years. However, 
in nearly half the cases it varied from one to 
two years. The onset was characterized by 
marked subjective symptoms in twenty-nine 
while in seventeen the initial symptoms were 
mild and eventually became more severe. 
time of development of the ptosis of the liver 
is obviously uncertain. Occasionally the pa- 
tient had observed an abdominal tumor a con- 
siderable period before onset of subjective symp- 
toms, in one case four years?“ . The onset of 
severe pain and the finding of a palpable tu- 
mor which have been observed immediately fol- 
lowing strenuous physical exertion or trauma 
suggest that the ptosis may have an acute onset, . 
as was discussed above. 

Of the fifty-three cases abdominal pain, vary- 
ing from mild to very severe, occurred in forty- 
seven. The pain was located in the epigastrium 
or right hypochondrium in forty-two, while it 
was confined to the lower abdomen in five. It 
occasionally radiated to the back, to the shoul- 
der blades or to the ridge of the right trapezius 
muscle in the neck. In six cases no pain was 
experienced; in three of these there were no 
symptoms, but attacks of vomiting occurred in 
the other three cases. Occasionally exertion ag- 
gravated the pain while reclining relieved it. 

In addition to abdominal pain other symp- 
toms were found. All these symptoms have been 
correlated as follows: 


1. — ; ie, pain, jaundice, chills, 

ever. 

2. Gastrointestinal ; i. e., nausea, vomiting, 
anorexia, diarrhea, constipation, obsti- 
pation, hematemesis, melena. 

. Respiratory; i.e., dyspnea; cough. — 

. Circulatory; i.e., edema ; tach 

. Genitourinary; i.e., hematuria; — 

frequeney of urination; dysuria. 

General; i. e., headache, malaise, lassi- 

tude, weakness, nervous irritability, diz- 

ziness, fatigue, cold and hot flashes, in- 
somnia, melancholia. 

. Latent; i. e., no subjective symptoms. 

Accessory or secondary ; sensation of tu- 

mor in abdomen on bending’; pain ag- 

gravated by exertion and relieved by re- 
elining. 

Both abdominal pain and jaundice occurred 
in sufficient numbers of uncomplicated cases to 
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establish them as symptoms resulting from the 
displaced liver. Chills and fever without jaun- 
dice but with pain were recorded in but one pa- 
tient. However, repeated attacks of these symp- 
toms were relieved entirely by hepatopexy, at 
which operation no other pathology was discov- 
ered. The gastrointestinal symptoms may all 
be logically explained as due to pressure of the 
displaced liver and interference with the portal 
circulation. The genitourinary symptoms enu- 
merated were well marked in the four patients 
in whom they were observed. While pyelo- 
grams were not done, at operation no pathology 
other than the displaced liver was found and 
hepatopexy entirely relieved the symptoms. 
These findings indicate that the displaced liver, 
possibly through pressure phenomena, produced 
these urinary symptoms. There is no reason- 
able doubt but that the accessory or secondary 
symptoms described were the result of the liver’s 
abnormal position. Obviously, the explanation 
of the general symptoms is problematical. They 
also were relieved by hepatopexy and this find- 
ing indicates that the symptomatology described 
was incident to displacement of the liver. Dysp- 
nea and cough on exertion occurred in one ease“ 
and paroxysmal attacks of tachycardia* in an- 
other. In both cases hepatopexy was followed 
by disappearance of the symptoms. In two 
other cases mild but definite edema of the lower 
_ extremities occurred. Hepatopexy relieved the 
edema in one case“ . The other ease“ came to 
autopsy and no cardiovascular pathology was 
found. In both these cases the edema is ex- 
plained as resulting from pressure or kinking 
of the inferior vena cava. 

Correlation of physical findings in hepat- 
optosis may be summarized as follows: The liver 
is usually palpable as a freely movable non-ten- 


der tumor occupying the right abdomen. The: 


upper border is usually under the right rib mar- 
gins and the lower border anywhere between the 
mid-portion of the right hypochondrium to be- 
low the crest of the right ilium; but the entire 
tumor may be situated below the costal margins, 
even in the right lower quadrant. While the 
tumor mass usually appears large it may occa- 
sionally on palpation be apparently as small as 
a ‘ *. Rarely no tumor is palpable. When 
occasionally there is absence of normal liver 
dullness over the lower right chest, such dull- 
ness may be returned by pushing the tumor up 
under the margins of the ribs on the right. 

Eleven incorrect preoperative diagnoses were 
made, which are as follows: Hydronephrosis“ꝰ; 
floating kidney* 6. 7. 10. 18. 21, tumor of gall blad- 
der**; gall stones*?; enlarged liver“ *?; echino- 
coceus cyst*: 21. 28; liver abscess*®; cancer of the 
liver“; tuberculous typhlitis’®; renal tumor“; 
and subdiaphragmatie abscess*®. 

The following complications were demon- 
strated in sixteen of the seventy cases: chronic 
cholecystitis?; pericholecystitis?; cholelithia- 
ais . 42, 6, ; duodenal ulcer? ; eirrhosis“ 1. *. ad 


single cicatrized gumma**; hydatid cyst*; can- 
cer*?; duodenal ulcer with pyloric stenosis" ; 
floating kidney“. 46. 1; hydronephrosis*. In an- 
other ease“ atrophy ‘of the liver parenchyma 
was found. 

All but a relatively few of the cases which 
have been correlated were subjected to some 
form of hepatopexy; the results of which were 
highly favorable. 


SUMMARY 


A ease of total displacement of the liver is re- 
ported. The clinical diagnosis of this condition 
was verified by radiographic studies. The posi- 
tions and anatomic characters of the various 
intra-abdominal organs were definitely estab- 
lished by x-ray films of the unmodified abdo- 
men, by pyelography, by barium gastrointesti- 
nal studies and by p The 
exact position of the ‘spleen and liver was es- 
tablished by contrast x-ray films after the intra- 
venous injection of thorotrast; a colloidal sus- 
pension of thorium dioxide furnished through 
the courtesy of the Heyden Chemical Company. 
By this means other than for a gumma, anatomic 
lesions such as cirrhosis were largely excluded. 

Seventy reported cases of objectively demon- 
strated total displacement of the liver have been 
collected from the literature. Of this number 
fifty-three were chosen from which to ascertain 
the symptomatology. Fifty of these were un- 
complicated and in another a cicatrized gumma 
in no way influenced the symptoms. 

Hepatopexy was found to be a highly efficient 

measure for relieving symptomatology. 
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THE CONTINUOUS FOLLOW-UP DEPARTMENT 
OF THE MODERN HOSPITAL 


BY H. ARCHIBALD NISSEN, M.D.* 


HE September, 1934 issue of Modern Hospi- 

tal published an article by Otho F. Ball en- 
titled Distinguished Service in the Hospital: 
A Stimulus to Progress.’’ Recent personal ex- 
perience in connection with a Survey of Chronic 
Disease! suggests one form of distinguished 
service’’ which the hospital has not offered here- 
tofore. This service consists of a yearly ex- 
amination of every discharged hospital patient, 
and is to be carried on as a Follow-Up De- 
partment’’ of that hospital. The follow-up“ 
idea is not new. E. A. Codman first stressed its 
importance’, and credit is due to him for what 
has been done along that line in the past twenty 
years. However, Codman’s interest was in sur- 
gical end-results only, and subsequent attempts 
at follow-up have been limited, according to his 
plan, to but one aspect of the patient’s prob- 
lems. There have been sporadic intermittent 
check-ups made, and repeated over short pe- 
riods of time. These check-up methods have 
been financed and carried on by one or another 
hospital service, or by individuals interested in 
some one phase of disease. They have not been 
accepted by the hospital as a necessary routine. 


*Nissen, H. New England Dea- 
coness Hospita For record and address of author see ‘This 
Week's Issue, 1067. 


A follow-up system, to merit the term ‘‘dis- 
tinguished service’’, must be incorporated as an 
integral part of hospital administration, and 
must function as a definite department of that 
hospital. As such it ean render valuable serv- 
ice to the hospital, to the community, to the 
physician and to the patient. ‘‘Continuous Fol- 
low-up’’ is used advisedly. To accomplish its 
aim, a check-up of each patient must be made 
yearly throughout that individual’s life. The 
data obtained must be charted comprehensive- 
ly, and tabulated for future analysis. In this 
way accurate information as to the natural 
course of disease can be obtained. Whereas 
years must pass before sufficient facts have been 
amassed for complete analysis of the life course 
and the interrelationship of various systemic in- 
volvements in one individual, the hospital estab- 
lishing a Continuous Follow-up Department as 
outlined may expect certain immediate yearly 
results. Its knowledge of each patient’s physi- 
cal, mental and emotional problems, as gained 
by the follow-up system, will engender a more 
harmonious spirit than had existed before be- 
tween it and the community it serves. Final 
analysis of the accumulated material will dem- 
onstrate the value of the yearly check-up in 
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preventive medicine and in the early detection 
of disease. 

Such a hospital service is actually in the realm 
of clinical research, corresponding to and paral- 
leling laboratory research. By its means ther- 
apy may be correctly evaluated in time, probable 
hospital bed requirements more accurately esti- 
mated, friendly relations between hospital and 
community more firmly established, and the 
quality of work improved. A Follow-up De- 
partment should be directed by a competent 
member of the hospital Staff with adequate per- 
sonnel to assist in the work. The Director 
should be a man of investigative make-up, and 
one able to reach logical and intelligent eonelu- 
sions impartially and impersonally. In his de- 
partment, the patient will be reviewed as the 
composite of all the different parts of the body, 
and the balance maintained between the relative 
importance of each systemic disorder. The 
validity of the findings of any study lies in the 
impersonal interest of the evaluator. It is a 
rare individual who can evaluate his own work 
in any field impartially. If he is not prejudiced 
unconsciously in favor of preconceived ideas, he 
tends to go to the other extreme in his desire 
to be fair and to be unduly critical. 

Three methods of follow-up are possible,—the 
yearly personal check-up, report from another 
institution, and questionnaire answered by the 
patient. The first is the only satisfactory method. 
The yearly check-up should be made at the hos- 
pital unless the patient is unable to be brought 
in because of physical disability. In that case, 
a home visit will be necessary. The first step in 
the examination should be an unhurried, unin- 
terrupted interview between physician and pa- 
tient, during which interview the psychical re- 
action of the individual may be studied, and his 
motivation for living understood. No second- 
hand report of emotional, domestic, social or 
physical difficulty should be accepted. The phys- 
ical examination must be thorough, and must 
be accompanied by such laboratory and x-ray 
measurements as have been proved of value. 
Radiograms should be taken to show vascular 
changes, cardiac enlargement, chest and gastro- 
intestinal pathology, and joint changes. Lab- 
oratory tests of the blood, kidney function and 
the physiological sugar behavior should be 
made. Photographs should be a routine part of 
the yearly check-up. They will enable the phy- 
sician later to visualize the patient more quick- 
ly and accurately than written description. 

Treatment forms no part of the function of a 
Follow-up Department, but evaluation of treat- 
ment is an important feature. If a patient is 
under medical care the report of the examina- 
tion should be sent to the doctor or hospital in 
charge of the case at that time. If he is under 
no other care, and certain pathological changes 
are discovered which demand treatment, these 


October, 1933. 


should be discussed with the patient and ree- 
ommendations made to the proper persons. 
The charting of the findings each year must 
be carefully done and tabulated in accessible 
form. Positive signs of pathology should be re- 
corded. Punch system records can be used if 
numbers justify the expense. For small groups 
of follow-up, card tabulation can be made. In 
addition, a suggested chart for following the 
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YEARLY LIFE COURSE CHART OF A FEMALE ARTHRITIC PATIENT 
FOLLOWING LIFE COURSE D 


PRODROM AL 


BORN 1893 in Massachusetts. 


F. H. Family tissue inheritance fair. 

Mother and several aunts have rheumatism. 
Grandmother had rheumatism. *1. 
One sister died of tuberculosis. 

M. H. Married at 23. One miscarriage. No other 
pregnancies. Happy married life for ten years, 
at which time promiscuity on husband's part 
was discovered. 2. 


P. H. *3. At 12 years, “yellow jaundice.” 


| catamenia established. 
typhoid fever. 4. 
operation on turbinates. 

(Chronic coryza all life 
prior to operation.) 
n D. & C. because of excessive 
menstrual flow. 
ears lanced and drained. 


(This had occurred sev- 

eral times before this.) 
Frequent bronchial colds with productive 
cough. Frequent sore throats and 
tonsillitis all life. 


ONSET OF Arruritic Symproms 
33 Years 


AUGUST, 1926, onset of swelling and aching in 


left wrist, following unusual use of arms. 
Condition at first considered a sprain. *5. 


*1. Accurate familial history important. Should include more detailed description of familial illnesses 
as far back as grandparents if possible to determine type of soil upon which the individual 
has grown. In this instance, no details of “rheumatism” noted, as to whether real arthritis 


or merely degenerative changes of old age. 


*2. This information was obtained only after long association with the patient and not until some years 


after the onset of arthritis. 


*3. Essential details of early life are lacking. The type of mother’s 5 
, pregnancy, type of delivery, and 
nutrition of first three years of life are important in relation to later physiological changes. 


THIS CHART GIVES POSITIVE FINDINGS IN VARIOUS 
EXAMINATIONS 


ist YEAR oF DISEASE 
33 Years—1926 


AUGUST: After onset, soreness in wrist lasted 
two weeks. 


SEPTEMBER: Onset of aching in right shoulder 
following driving a car. 


NOVEMBER: Onset of swelling of feet. Gradual 
onset of difficulty with knees, ankles and left 
shoulder. Pain intermittent, but increasingly 
more constant, in form of aching and stiffness. 


Continued at work. 
ant.) 


(Photographer’s assist- 


2nD YEAR OF DISEASE 
34 Years—1927 


Gradual increase in severity of discomfort 
and disability. 


AUGUST: Still working. TONSILLECTO. 
MY. *6. Well for one week after opera- 
tion. Then developed extreme lameness 
in shoulders and knees. 


SEPTEMBER: Admitted to a hospital: able 
to walk in. X-RAY: Real arthritic 
changes as well as degenerative joint 
changes. LABORATORY: Kahn nega- 
tive; sputum negative. 


NOVEMBER: Discharged; no improvement: 
condition worse; now able to walk only 
with assistance, and with considerable 
pain. 


WEIGHT LOSS of 40 lbs. this year. 7. 


THIS PATIENT’S LIFE COURSE SHOWS A STEADY DOWNWARD CURVE. SHE 


Zno YEAR OF DISEASE 
35 Years—1928 


FEBRUARY: Admitted another hospital. At 
this time day spent in chair or bed; able to 
walk a few steps with considerable pain. Ex- 
treme fatigue present on any exertion. 


P. E. *8. LUNGS: Impaired resonance rt. 
upper back; increased tactile fremitus, 
breath sounds, whispered voice, vocal 
fremitus. 

JOINTS: Jaws stiff. (No recession of 
lower jaw at this time.) Pain and limi- 
tation of motion shoulders, elbows, 
wrists, fingers, hips, knees and ankles. 
No deformity of any joint; slight thick- 
ening finger joints. No joint inflamma- 
tion. X-RAYS: Periarticular thickening; 
density capsule; proliferative changes; 
slight atrophy of disuse in feet. Spicule 
formation on femora and patellae. 

HT. 56“. WT. 138 lbs. B. P. 105/75. 

BLOOD: Secondary anemia. 

SUGAR TOLERANCE markedly low. 


FEBRUARY-MAY: Constant unexplained fever. 
General disturbance noted preceding menstrua- 
tion. Joint reaction (pain and stiffness) to 
barometric changes. Extreme fatigue on slight 
exertion continued. 


MAY: OPERATION: Cholecystectomy. 
stones or evidence of ulcer found. 


JULY: Stool culture: Coli B. WT. 121 lbs. (low 
wt 


*9. No 


SEPTEMBER: 
tion. 

DECEMBER: Palpable, enlarged, very tender in- 
guinal glands. Arthritis still active. Worse 
than on admission to hospital. 


FEBRILE CHART CONTINUED ALL YEAR. 


Irn OF DISEASE 
36 Years—1929 


Upper respiratory tract infec-. 


JANUARY: Beginning deformity of fingers. 
Vaccine therapy caused increase in 
joint pain and stiffness. 


THROUGHOUT THE YEAR: Little change 
in functional activity; pain and stiff- 
ness in joints vary somewhat from 
month to month. ‘ 

No acute joint flare-up. Bed greater part 
of time, sitting in chair for short 
periods each day. 

Rheumatic nodules come and go. 

Circulation poor. 

Dropped to slightly lower level by end 
of year as compared to that at begin- 
ning. 

WEIGHT (August) 145 lbs. 

B. P. Normal. PULSE 80 to 100. 

FEBRILE CHART CONTINUES. 


BLOOD: Hemoglobin 55% to 70%. RBC 
and WBC nearly normal. 


X-RAY: Heart shadow normal. Lungs: 
Increased density at hili; fuzzy ap- 
pearance; calcified glands at hili; 
increase involving inner and middle 
thirds. 


URINE: Negative except for occasional trace 
sugar (?), wbe and rbc in sediment. 10. 


— 


“4. Had this patient been placed on a Continuous Follow-up Service at the time of discharge 
from hospital following typhoid, and had she been checked yearly in an intelligent, thor- 
ough and understanding manner, might the later emotional strain have been recogni 
earlier and a new motivation for living planned? With such assistance is it not possible 
that later psycho-physical-chemical changes might have been avoided, or lessened’ 


*5. This was the original story of the onset of arthritic symptoms; the one persisted in; and 


probably the one recognized by the patient. 


However, information obtained later indicated 


that great emotional strain connected with marital life antedated the arthritis by months 


at least. 


This chart was compiled from the at 
at the Robert B. Brigham Hospital 
Disease. e Survey of Chronic D 
of patients carried on through Jung 
wholly because of the coiiperation « 
Staff to permit one of its mer 
the records, to see the patients 

publish the 
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YER EXPERIENCED ANY APPRECIABLE PERIOD OF REMISSION. NO FORM OF THERAPY TRIED AFFECTED MEASURABLY THE ARTHRITIC SYNDROME, 
THE LOW HEMOGLOBIN, THE FEVER, OR THE TISSUE CHANGE 
YEAR OF DISEASE 6TH YeAR or DISEASE 7rn YEAR OF Disrase 8tH YEAR OF DISEASE 
37 Years—1930 38 Years—1931 39 Years—1932 40 Years—1933 
DUGHOUT the year, little change in func- FEBRUARY: Developed pleuritic pain. Nis! JANUARY and FEBRUARY: Flare-ups of chest JANUARY-APRIL: Remained in New York. „9. Again question of wisdom of operative interference with the previous knowledge of reaction 
tional activity. Same variation in joint sweats; marked excessive perspiration: condition continue. Tuberculin skin test : Taken to tonsillectomy. Operation merely beeause of suspected, or definite pathology not sufficient 
pe ; APRIL: Returned to Massachusetts. to justify operative interference ji 
pain and stiffness, without actual acute tremendous sweating while lying quie'- negative. . care of at home. 15. Bed constantly 4 pp interference in this type of patient. There must be relationship between 
inflammation. Hands show definite in- ly in bed. FEVER continues. X-RAY: MARCH: Pleurisy with effusion; recovery fol- except when lifted (requires two peo- pathology systemic reaction before operation should be undertaken; and in addition, the 
creasing deformity. *11. Same appear- HEART shadow large in all directions: | ~ lowed by some slight improvement in con- ple) into chair. Contraction of knees patient's general condition must warrant the procedure. In this instance, cholecystectomy 
of glands grein tn taber- dition; less fever; less joint pain. Later occurring. of tatection connection with ths arthrinic Rot improve one 
es. are-up of g n n in tuber- syndrome. e arthritic con- 
ber; duration one month. * — Gren 1 * — n OPERATION on deformed Sn- JULY: Onset of nycturia and urgency 2 dition or affect the fever. 
‘ 18 Marked thirst; more pain in cervica 
FHT: August, 160 Ibs. (high wt.). THROUGHOUT year, remission and relapse APRIL: OPERATION on thumb. spine than other poh on Stiffness of *10. Not sufficient test actually made of kidney function. Single specimens of urine inadequate gauge. 
. i of chest condition; predominates pic- ints variable. Fewer colds this year *11. To date, no satisfactory method of preventing fi f it f . 1 
2 ture; joints as before. Repeated x-rays MAY: OPERATION on another finger. — previously; less sweating. deforming arthritic the hands 4 2 
D PRESSURE normal, except one reading of chest failed to show definite signs Developed furunculosis on back. At this time, OCTOBER: Examined at home. BLOOD those in whom deformity is apparently prevented, my opinion is that the individual has not 
with diastolic of 100. of tuberculosis. SPUTA examination chest condition was in state of remission. 5 PRESSURE 124 7102 N the deforming type of tissue. These hands deformed because of contracting muscle tissue with- 
LE CHART continues. at all times negative for tuberculosis. WT. 139 Ibs. ‘ out great bone change (by x-ray). It is suggested that the same underlying mechanism causing 
June: CATAMENIA became irregular Tremendous change in facial expression; marked variations in weight, disturbs the muscle composition with resultant contraction due 
Same. Considerable pain in cervical spine. | JUL: Spread of furunculosis. 14. great increase in recession of lower to loss of resiliency. 
Increase in general joint soreness. SEPTEMBER: Discharged from hospital to an jaw. 11. 
IMBER: Increase in difficult breathing; g 12. Increase in heart shadow occurred since February, 1928. Had yearly seven-foot plates of the 
acute and chronic rhinitis diagnosed. August: Last menstrual period. institution for incurables. pan n 8 chest been taken this might have been noted sooner. Percussion of heart in this case difficult 
RAY: Sinuses, skull dense; right maxil- November: Laryngitis with hoarseness. NOVEMBER: Developed profuse vaginal dis- — 4 deen of E. — — because of lung involvement. 
lary antrum slightly more dense than left; December: X-rays show general increase — * 1 14 since August, Octeder Si: Developed cold, cough — „13. Results of operation on deformed fingers have been unsatisfactory up to the present. Question 
chronic process. in arthritic process, particularly lipping 22 : 4 , a of advisability of even minor operation on this patient. 
in cervical spine. Discharged from institution because of dif- pain; pain in knees. 7 
e change in facial expression has occurred a a ficulty in caring for so helpless a patient. October 29-30: Hemoptysis. 14. Changes in skin condition, infection from within or without? 
since admission to hospital. Face appears still up in - ot times: — enerally DECEMBER: Taken to New York to sister’s October 31: Cold symptoms improved; no *15. Patient had not heard from husband for two or more years. The emotional strain antedating 
somewhat bloated with increased weight lees abfe to care for herself — — care. further hemoptysis. arthritic onset and present during its early stages now apparently burned out. 
— — — 1 n active. November 2: Sudden onset of orthopnea; ter- 16. Matter of keen regret that no autopsy was procured on this patient. Closer affiliation between 
, nning recession of lower jaw; increasing- Functional activity throughout year much same, rific abdominal distention; pain in hospital, community and patient may eventually improve this lack. The actual cause of death 
in normal limits throughout years 1928- Beginning jaw; 8 bili 1 
1930.) ly noticeable. with slight gradual increase in disability. ess. remains uncertain. Extent of involvement of kidney, pancreas, heart and lungs, the type of 
. Chest condition predominated picture all L.M.D. called. Patient given morphia. lung pathology, vascular changes, tissue analysis, all remain unknown. The very low sugar 
BLOOD, URINE, BLOOD PRESSURE, FEB- year. On the whole, it was less acute DIED in half an hour. tolerance noted in 1928 was never repeated. The marked thirst of which patient complained 
RILE CHART as in previous years. — 4 2 — „ — Percussion of chest after death (no ex- at last examination may or may not have had bearing on pancreatic function, 
VITAL CAPACITY low,—985 —— ꝗ—: — amination made by L.. M. D.) showed no 
dulness. NO AUTOPSY. Medical Ex- 
aminer considered death due to COR- 
ONARY THROMBOSIS. Death Cer- 
tificate signed: Cardiac Failure. *16. 
100% 
75% 
50% 
= 25 
— — 9 
Experience and observation suggest that no operative interference should be undertaken wn- 7. Marked variation in tissue without ready explanation is another problem under study. 
less there has been a period of 2-3 months of quiescence of all activity; unless the patient's 
r — 3 normal; and the general picture is one of improvement, or at least „t Initial examination by House Officer should be checked by member of Staff shortly after it is 
v 
made. ‘ 
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ase, and the follow-up 
1934 were accomplished 
the willingness of the 
to study impersonally 
the follow-up survey 


1050 


CONTINUOUS FOLLOW-UP DEPARTMENT OF THE 
MODERN HOSPITAL—NISSEN 


N. E. J. OF M. 
DEC. 6, 1934 


yearly life course of each patient is appended 
for study. (See insert, and illustrations on the 
preceding page.) The yearly examination will 
show the student that the majority of patients 
follow four definite life courses which have been 
termed Course A, B, C, and D*:*, 


OBJECTIONS 


There will be many objections offered by those 
not in sympathy with a Continuous Follow-up 
lan. The first raised will be that of expense. 
h always calls for initial expense. This 
expense ultimately becomes an investment from 
which hospital, community and patient may 
benefit. Such a department is to the hospital 
the equivalent of a Bureau of Vital Statisties, 
and as such its value is self-evident. The ex- 
pense can be moderate if the department is run 
efficiently. A Follow-up Department equipped 
to handle five hundred patients can be run for 
approximately $5000 a year. This assumes that 
the Staff is sufficiently interested to give its 
services. With less complete laboratory and ra- 
diographie examination the expense of course 
can be lessened. A group of this size can be fol- 
lowed by a personnel consisting of the director 
with his chosen number of medical assistants, 
and one well-trained, capable executive secre- 


tary. 


Beara Director | 


ws vas 12 


Impracticability will be the next objection. 
In a small hospital the plan as outlined can be 
followed practically, and will prove its value 
within a year. A large hospital offers naturally 
more problems. For instance, a hospital admit- 
ting twenty thousand patients in one year would 
find it impossible to follow such a number of 
individuals without an immense addition to the 
Staff. Selection of a small group for follow- 
up will be necessary as a beginning,—possibly 
indefinitely. Such a group however should be 
chosen without preconceived ideas, but impar- 
tially by some arbitrary selection scheme,— 
every tenth or twentieth admission. Later, 
when results warrant extension, practical 
means of following larger groups, or even all 
the patients, may evolve. 

‘*Practicality’’ and ‘‘expense’’ dictate limit- 


ing follow-up service at all times to a special- 
ized group. ‘‘Research’’ urges that it is limi- 


tation to a specialized group which defeats its 
ends and which clouds with uncertainty the 
exact point at which, and the reason why, an 
individual becomes a member of that specialized 
group. 

Duplication of effort, double contact, ete., 
are bogies of a Social Service Department, and 
justly so, unless care is taken to avoid such du- 
plication. There are few patients who have not 
visited innumerable hospitals, doctors and out- 
patient departments in the course of their medi- 
eal shopping. Obviously, each of these cannot 
follow the same patient. One hospital must 
carry on the yearly check-up irrespective of 
others who may treat the patient at various 
times. Codperation by hospitals will great- 


ly lessen duplication, and with experience each 
institution will learn to recognize the group 
which it is best fitted to follow. As a follow-up 
system becomes firmly established, as the hos- 
pital gains greater knowledge of the individual 
patient, and as the patient acquires more con- 
fidence in the hospital showing genuine interest 
in him, there will be less shifting of patient from 
hospital to hospital, and the clientele of the hos- 
pital will become more constant. A better un- 
derstanding between the hospital and its com- 
munity will be established. 

Another means of avoiding duplication in fol- 
low-up is to have a Central Bureau (City or 
State) in which each patient and the institution 
following him are listed. Such a Bureau might 
well be connected with the Department of Pub- 
lic Health, which should be a link between hos- 
pital and physician. 

A further difficulty which may arise is per- 
sonal feeling’’ on the part of some member of 
a staff. There is always the individual in a 
group who interprets as personal criticism an 
unbiased appraisal of fact. Before a newly es- 
tablished Follow-up Department can function 
smoothly, gradual education of hospital and 
staff is vital, in order that the aim of the de- 
partment may be recognized as an impartial 
search for measurable data which may increase 
present knowledge of disease syndromes. 

Another potential objection is the private - 
sician’s fear that a hospital free check-up of pa- 
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tients may interfere with his income. Tempora- 
rily there may appear to be a slight decrease in | tho 
the individual doctor’s income, but in the long 
run his financial returns should be increased. 
A patient may frequently be referred back to 
him for treatment of a condition not recognized 
by usual office procedure. As has been said, a 
Follow-up Service must be only a follow-up and 
no more. It must be free, or in many instances 
the patient cannot, or will not, permit it. It 
must remain a cold, impartial amassing of facts 
for later analysis. It must be directed by in- 
telligent and not by emotional activity. 


CONCLUSIONS 


Blind acceptance of others’ experiences with- 
out intelligent application leads to the perpetu- 
ation of false ideas. It leads to hasty diagnoses, 
to the prescribing of ‘‘classical treatment for 
**classical pictures’’ where independent thought 
might advise more careful study of the indi- 
vidual, and more individual treatment. A dis- 

ished service to meet the newer demands 
and economical change which face hospitals and 
communities is suggested in the development of 
Continuous Follow-Up Departments in all hos- 


A Follow-Up Department will make yearly 

thorough examination of each discharged hos- 
pital patient through life if possible, and will 
tabulate for study and analysis the data ob- 
tained. The benefits accruing from such a serv- 
ice will be of value to both hospital and com- 
munity. These benefits may be as follows: first, 
the possibility of accurate evaluation of ther- 
apy; secondly, the study of the patient as an 
entity rather than as one single system or organ; 
thirdly, arrival at conclusions regarding prog- 
nosis, diagnosis, and treatment based on material 
gathered carefully over a long period of time, 
instead of on inaccurate, insufficient data; and 
fourthly, service by the hospital to the com- 
munity in acting as a central bureau of — 
tion for matters pertaining to physieal and men- 
tal health. 


Robert Brigham Hospital survey 
of chronic disease. New Eng. J. Med. 209:951, 1933. 


2 Codman, E. A.: A Study in Hospital Efficiency. 

3 Nissen, H. Archibald, and Spencer, K. A.: Arthritis and 
systemic involvement as exemplified in a group of dead 
arthritics. New Eng. J. Med. 210:147, 1934. 

4 oe H. —1 7 Tonsils as foci of systemic infection. 

Read before thalmology and Otolaryn- 


the Academy o 
gology September 10, 1934. 


CONTRIBUTION TO TECHNIC OF FAT GRAFTS 
BY F. J. COTTON, M. p.“ 


AT grafts, as usually used in arthroplasties, 

in imbedding of nerves after neurolysis, in 
filling dead spaces, are ‘‘tricky’’. They tend to 
extreme fibrosis with formation of degenerative 
cysts, with atrophy or sometimes with thicken- 
ing of the whole mass. One has seen this re- 
peatedly in reoperation on divers sorts of cases 
in which fat has been inset. 

Used plastically to fill defects, there is a fur- 
ther trouble with the grafts. Shortly after op- 
eration there is reaction swelling, and a great 
tendency as this swelling goes down to a con- 
centric ‘‘balling-up’’ of the graft, an approxi- 
mation to a globular shape which is not good 
for cosmetic purposes. 

As a result, smooth remodeling has been next 
to impossible. 

In the case to be noted such smooth remodel- 
ing had to be done, and so d new technic was 
evolved, a technic of broad undercutting, inser- 
tion of FINELY CUT FAT in quantity and a model- 
ing by hand of the area to be brought to nor- 
mal level. With the fat once in, it becomes a 
matter of skilful taxidermy on the living,—and 
curiously accurate modeling can be done. 


Moreover, with none of the thirty odd grafts | 


has there been a trace of reaction in the way 


*Cotton, F. J.—Consulting Surgeon, Boston City Hospital. 
page 


of swelling or congestion, such as one sees 
with mass grafts. Perhaps the fine subdivi- 
sion of the fat, bathed in exuded live lymph 
makes against postmortem change in the tiny 
individual grafts. In the hundred or more skin 
stitches there was infection in only one, strict- 
ly superficial. In no instance has there been 
any extrusion of graft material or any sinus 
formation. Discoloration of the skin from blood 
coming to the surface is slight, obvious and 
strictly temporary. It does not appear that this 
use of finely subdivided fat grafts has been de- 
veloped before. 

The method is herewith presented, with this 
one point in mind. 

Certain details have been perfected, notably 
that of wide undermining, deliberate overfilling, 
loose closure of the little skin wound with a 
stitch or two, extrusion, by pressure, of un- 
needed fat as one models the area to shape. 

It has, so far, not proved necessary to have 
any further retentive apparatus than an ordi- 
nary dry dressing. Very probably in some 
places paraffin of low melting point, sprayed- 
on, might be of help in keeping contours intact. 

With this technic five points are striking: 

1. Remodeling, accurate, with edges grad- 
Hospital. | ated out to normal level, is possible. 

2. There is no postoperative reaction. 


— 
pitals. 
(Ü— 
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3. There is no tendency of the graft to ball - 
up' to a sphere. 

4. There is no later 8 
thiekening, or (as far as one ean palpate) to 
any fibrosis. 

5. There is no change in skin color after ec- 
chymosis disappears. 

Of course, it is admitted that the actual suc. 
cessful use of this method demands practiced 
handling, but that must be true of all plastic 
work. 


The case, one only, in which this method has 
been used, was that of a very distressing facial 
hemiatrophy in a young girl. 

Seen five years ago, she was then ten years 
old. In the next three years six operations 
were done with many grafts. Then, the face 
being pretty presentable, nothing was done for 
two years. 

Recently, as planned, a final remodeling of de- 
tail was done, the little lady having reached 
fifteen years of age. 

A condensed history of the case follows: 


1. G. P. aged 10, seen January 29, 1930. Under 
treatment for a scleroderma by Drs. C. W. Law- 
rence and H. P. Towle—successfully—mainly with 
thyroid extract. Recently a very rapidly developing 
facial hemiatrophy, which, when I saw her, was dis- 
tressingly complete—one half the face almost down 
to bone outlines. 

2. Admitted to the Faulkner Hospital. Operated 
on January 30, 1930 and cut-up fat grafts inserted 
through small incisions in cheek and brow in pre- 


— — 


FIG. 1. 
earlier). 


After the first operation (photographs not permitted 


viously excavated subcutaneous spaces, and mod- 

eled. Stitches out at eleven days. Maximum tem- 

perature 99 degrees. 

3. Readmitted March 23, 1930. Operated March 

24, 1930. Grafts to brow, forehead and cheek. Max- 

imum temperature 99.4° second day. 

March 28, 1930. 

4. Readmitted May 25, 1930. Operated next day. 

Chin loosened, moved over to the left and moored 

with deep sutures, this through incision under chin. 

Also, a fragment graft put in about the chin. 
Incision below mouth to one side and the whole 

region undermined from up in the lip to alongside 


the chin and filled with chopped up grafts of gluteal 


DEC. 6, 1934 
8 — temperature 99.17. Discharged June 
Readmitted. Operated July 15, 1930. Incision in 
cheek far back, near hair line, and fat modeled in 
under skin forward to meet and merge with the 
early mass graft in the cheek. Second incision 
lower, and fat stuffed in to fill to the angle of the 
— — temperature 99.17. Discharged July 
5. Admitted June 14. 1931. Operated June 16, 1931. 
Graft filling to fill out cheek and forehead. Large 
quantities of chopped up graft. Maximum temper- 
ature 99.5°. Discharged June 29, 1931. There was a 
little reaction at one point—though no pus. Hence 
the delay in discharging patient. 
6. Readmitted August 7, 1932. Operated August 
9, 1932. One-half inch incision R median line on 
chin. One inch incision angle of jaw. Mass graft 3 
inches by % along tunnel between these to lift jaw 
line. In addition a quantity of cut-up fat to gradate 
out the edges of this mass graft. Maximum tempera- 
ture 98.7°. Discharged August 20, 1932. 
7. Readmitted August 23, 1934. 
1. Incision forehead at hair line 1/3 inch. 
2. Incision eyebrow 1/3 inch within the hair 
pattern. 
3. Incision close to ear under zygoma 1/3 inch. 
4. Under jaw 1/3 inch. 
5. On cheek close to nose. 
6. At the red line of lower lip, splitting up to 
near mucous membrane at lip edge. 


In all these a large total of finely chopped (gluteal) 
fat set in and modeled. 

Save for the ala of the nose and the lower eyelid 
the whole side of the face has now been remodeled 
and the shrinkage at these points is not obvious. 


— 


FIG. 2. Present condition. 


Oddly enough in the two years of growth with- 
out operation there had been no shrinkage or dis- 
tortion of the grafts, and though growth between 
thirteen and fifteen had been great it almost seemed 
as if the older grafts had taken part in the growth. 

There is a little bony asymmetry of the face, but 
with the chin shifted (May, 1930) this asymmetry 
is not striking,—it rather adds individuality, and 
at present she is an attractive young girl with no 
obvious facia] deformity. 


This note is presented on the experience in 
one case (not in itself important, save to those 
personally concerned) first, to establish pri- 
ority ; secondly, to make the method available; : 
thirdly, to provide for a wider test. 

The technique here presented would seem to 
open out rather large possibilities of finer work, 
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better modeling, in the repair of defects, espe- 
cially facial defects, than methods we have used. 
It should be further utilized, not only for cases 
— this, but in depressed pitted scars and the 


Excision of sears with stitching of everted 
edges, has not worked too well. Excision of 
scar with close edge approximation, flat filli 
(essentially unchanging with healing and time) 
behind the suture, offers better prospects. 


— — — — 
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CARDIOVASCULAR REVIEW FOR 1933 
BY PAUL D. WHITE, . p., AND HOWARD B. SPRAGUE, . p.“ 
(Continued from page 1024, issue of November 29) 


The Heart in Hypertension. Gunewardene 
reports the results of treating six patients with 
hypertension and cardiac enlargement by means 
of electrical stimulation to skeletal muscles. 
The machine used was the ordinary pantostat 
—the faradie current—with a Lewis Jones in- 
terrupter in circuit to prevent irregular con- 
tractions and uneven, unpleasant shocks.’’ He 
does not state how often the patients were 
treated, how long at each treatment, nor which 
group or groups of muscles were selected for 
such stimulation. 

In five patients improvement followed in three 
weeks to three months evidenced by subjective 
loss of symptoms, fall in blood pressures rang- 
ing from 18 to 80 mm. mercury systolic and 20 
to 45 mm. diastolic, and decrease in cardiac size. 
In the sixth patient, subjective improvément 
followed three weeks of treatment, but no change 
in blood pressure. The failure was thought to 
be due to nerve impairment. The author ex- 
presses the belief that sedentary occupations or 
lack of sufficient exercise play an important part 
in the etiology of essential hypertension and if 
I may be allowed to put it figuratively that the 
rusty arterioles and capillaries of sluggish mus- 
cles were a cause of elevated pressure’’. 
Gunewardene, H. O.: Treatment and control of essential hyper- 


tension. A new therapeutic measure. Brit. M. J., 2:1114, 
1933. 


Coronary Disease. Saphir has reported three 
new cases of coronary embolism: in one the left 
coronary embolus arose from a thrombus in the 
femoral vein and passed through a patent fora- 
men ovale (male, 35 years old); in the second, 
the source of the embolus was a mural thrombus 
in the right coronary artery on an atheromatous 
ulcer; and in the third instance the source of 
the embolus in the right coronary artery was a 
thrombus occurring on an atheromatous ulcer 
in the region of the sinus of Valsalva. All three 
patients died suddenly. Only eleven previous 
cases proved at autopsy and reported in detail 
were found in the literature; these are tabulated 
by the author. 


*White, Paul D.—Physician, Massachusetts General Hospital. 
Hova Assistant 


Sprague, 1d B.—. usetts Gen- 
eral Hospital. For records and addresses of authors see “This 
Week's Issue,“ page 1067. 


Peppard and Larson have reported a case of 
coronary occlusion due to metastases from car- 
cinoma of the breast in a woman aged seventy- 
five years. Late metastases from the adenocar- 
cinoma of the breast, which had been removed 
by radical resection five years previously, ap- 
peared in a very unexpected location, namely in 
the epicardium surrounding the coronary arte- 
ries. Metastatic tumors of the heart, of various 
types, while they are comparatively rare, have 
been reported from time to time, but none have 
been found which correspond to the type of le- 
sion described in this case. 

Transient complete heart block has been re- 
ported by Ball in a man aged forty-six years 
who suffered coronary thrombosis and showed 
eleetroeardiographie evidence of right coronary 
artery occlusion (type T;). The author believes 
that the presence of complete heart block in 
coronary thrombosis means that the right coro- 
nary artery is occluded in ninety-three per cent 
of the cases and the left in seven per cent. 


Wilson and his associates have reported a 
study of the electrocardiograms obtained from 
sixty-six cases of myocardial infarction, twen- 
ty-one of which wére examined postmortem. 
They found that characteristie changes in the 
RS-T segment and T deflection of the electro- 
cardiogram in coronary occlusion are very fre- 
quently accompanied by modifications of the ini- 
tial ventricular deflections of a more or less dis- 
tinctive kind. When the final deflections are of 
the TI type there is often a conspicuous Q wave 
in Lead I, and the other QRS deflections in this 
lead are small. In Leads II and III the first 
deflection of the QRS group is upward and is 
often followed by a large S deflection. The 
Q deflection in Lead I may be very large and 
the S deflection in Leads II and III small or 
absent; the initial ventricular deflections are 
then similar to those produced by preponderant 
hypertrophy of the right ventricle. In pre- 
cordial leads the first and chief deflection of the 
QRS group is upward, and the T deflection is 
sharply upright. When the final deflections are 
of the Ts type, there is usually a large de- 
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flection in Leads II and III, but not in Lead I. 
In precordial leads the first deflection of the 
QRS group is downward and T is sharply neg- 
ative. As a rule, these modifications of the 
initial ventricular deflections are much more 
persisteut than characteristic changes in the 
RS-T segment and in T, and are frequently of 
value in the diagnosis of myocardial infarction, 
when a long period has elapsed between the 
occurrence of coronary occlusion and the elec- 
trocardiographie examination. Other changes 
in the initial ventricular deflections, such as a 
sudden reduction in the amplitude of these de- 
flections or the sudden development of intraven- 
tricular block, may occur in coronary thrombo- 
sis and may be helpful in the diagnosis of this 
condition. There are exceptions to the rule that 
final deflections of the TI type are produced by 
infarction of the anterior wall and final deflec- 
tions of the T; type by infarction of the posterior 
wall of the left ventricle.’’ These exceptions 
are, however, rare. ‘‘The type of electrocar- 
diographic change that occurs may depend to 
some extent upon the location of the infarct with 
reference to the endocardial and pericardial sur- 
faces of the heart.“ 

Barnes has reviewed 107 clinical cases of myo- 
cardial infarction and 108 cases proved at nec- 
ropsy. He concludes: ‘‘1. No other cardiac le- 
sion reproduces in its entirety the typical RS-T 
modifications of the electrocardiogram described 
as characteristic of acute myocardial infarction. 
2. In no instance in which a typical TI or Ts 
type of electrocardiographic change has devel- 
oped have we failed to find myocardial inf are- 
tion in the region anticipated. Failure to do so 
has meant either that the tracing was not typical 
or that sufficient study of the pathologic change 
in the predicted region of infarction has not 
been carried out. 

Master found that in forty cases of acute 
coronary artery occlusion definite changes in 
the P waves occurred in thirty-two patients (80 
per cent). These changes consisted for the most 
part in increase in amplitude of the P wave of 
at least 0.5 mm. and occasionally in notching 
or widening of the auricular complex. In six- 
teen patients (40 per cent) the P wave changes 
occurred more frequently in Leads I and II 
rather than in Leads II and III, but always in 
Lead II. It is suggested that P wave changes 
in Leads I and II are associated with left aurieu- 
lar dilatation. 

The P waves were larger in the first few days 
of acute illness when cyanosis, congestion of the 
lungs, enlarged liver, severe dyspnea or orthop- 
nea were present, and became smaller when there 
was recovery from circulatory failure. The P 
waves were larger when RS-T changes were pres- 
ent and returned to normal when T wave inver- 
sions appeared. 

The increase in size or the change in shape 


of the P wave is, therefore, according to the 


author, one of the eleetroeardiographie signs of 


acute coronary artery occlusion. 

White has presented ‘‘the case of a man who 
died of apoplexy at the age of 80 years and 
showed at necropsy a firm scar in the heart mus- 
ele resulting from the healing of an infarct 
which occurred seventeen and one-half years 
before. The heart was otherwise in good condi- 
tion, and so sound functionally that ten years 
after the heart attack the patient was able to 
climb a mountain at fast pace without symp- 
toms, at the age of 73 years. 


In perfusion experiments on the isolated rab- | 


bit heart, Fowler and his associates found that 
theophylline ethylenediamine produced a far 
greater and more consistent increase in the rate 
of coronary flow than any other of the drugs 
that were studied. The action of theophylline 
ethylenediamine on the coronary circulation was 
further investigated through its effect on the 
size of the infarct produced by the ligation of a 
coronary artery in the dog. In the dogs receiv- 
ing theophylline ethylenediamine there was a 
decided reduction in the size of the infarct as 
compared with that of the control series. More- 
over, the infarct was more sharply demarcated 
and did not present the usual frayed-out ap- 
pearance encountered in the untreated animals. 
These results indicate that this drug promotes 
the development of collateral circulation and 
thereby reduces the extent of the 
an 4 resulting from the ligation of a coronary 
vesse 
Ball, D.: The occu 
rombosis. 


Barnes, A. R.: The electroca 
A review 7 107 clinical 
M. A., 101:2147, 1933. 
it M., and 


of the 
A. M. A., 101:2148, 1933. 
A : P-wave changes in acute coronary artery occlu- 
Heart J., 8:462, 1933. 


tomy. Am. Heart J., 9:265, 
Saphir, O.: Coronary embolism. Am. Heart J., 8:312, 8 
D.: Longevity after coronary thrombosis. J. A. M. 


1533. 
Wilson, F. N., and associates: The electrocardiogram in myo- 
cardial infarction with particular reference to the initial 

of the ventricular complex. Heart, 16:155, 1933. 

Miscellaneous Etiological Factors and Rela- 
tionships. Pregnancy. Gilchrist and Murray- 
Lyon have made a study of 109 cases of fatal 
cardiac rheumatism in an endeavor to discover 
the effect of repeated pregnancies on the course 
of the disease. A comparison was made between 
males, nulliparae, and parous women regarding 
their average age at death, mode of dying, dura- 
tion of the cardiac disease and the rate of pro- 
gression to the fatal termination. 

They conclude that ‘‘while pregnancy should 
be avoided in the severer grades of rheumatic 
heart disease, one or two children may be borne 
without detriment by the majority of cardiac 
women. Repeated pregnancies, however, tend 


J 
ocardial infarctions: 
108 cases proved at 
ith, F. M.: Effect 
| of theophylline ethylenediamine on cardiac infarction pro- 
d 
J. 
Master 
si 
Peppard, T. A., and Larson, L. M.: Coronary occlusion due 
to metastases from carcinoma of the breast; report of a 
case coming to necropsy five years after radical mastec- 
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to shorten the span of life in women suffering 
from rheumatic heart disease and ultimately in- 
crease the risk of death from congestive heart 
failure.’’ 

From his study of two cases, Mengert states 
that subacute bacterial endocarditis does not 
seem to affect materially the course of preg- 
nancy, labor, and the puerperium. 


ee A. R., and Murray-Lyon, R. M.: Does pregnancy 
hasten the fatal termination in rheumatic heart disease? 
Edinburgh M. J., 40:587, 1933. 
W. F.: ial — 


Subacute bacter a compiica- 
tion of pregnancy. Am. J. Obst. and Gynec. 26:121, 1933. 


Tobacco. Harkavy has found that seventy-six 
out of eighty-seven cases of thromboangiitis oblit- 
erans between the ages of twenty-two and fifty- 
eight were hypersensitive to various tobacco ex- 
tracts, an incidence of eighty-seven per cent, 
while ‘‘out of 272 male cigarette smokers used as 
controls, 43 were positive, an incidence of 16 per 
cent. Study of 36 cases of coronary 
artery disease all of whom were smokers with 
the syndrome of angina pectoris indicated that 
13 (36 per cent) were tobacco sensitive. The 
average age of the patients who reacted to to- 
bacco was 45. . . The average of the coronary 
patients who failed to react to tobacco was 60.’’ 

Sulzberger has published the following table 
giving the comparison between immediate wheal 
reactions to tobacco in patients with heart dis- 
ease in a general hospital population excluding 


thromboangiitis obliterans: 
Total Posi- Nega- Per 
No. tives tives Cent 
Exam- Posi- 
ined tive 
Hypertensive and 
Arteriosclerotic 
Heart Disease 35 6 29 17 plus 
Rheumatic 
Heart Disease 38 10 28 26 plus 
Total 
Heart Disease 73 16 57 22 
General Hospital 
Population 153 43 110 28 
Thromboangiitis 
Obliterans 13 10 3 77 
ae J cco sensitiveness in thromboangiitis oblit- 


: Toba 
rans, migrating phlebitis, and coronary artery disease. 
Bull. N. Y. Acad. Med., 9:318, 1933. 
„ M. B.: Recent immunologic experiments in tobacco 
tivity. Bull. N. Y. Acad. Med., 9:294, 1933. 


Other Effects. Carmichael and Fraser studied 
the effects of acetyl choline given intravenously 
in forty-six human subjects. Doses of 0.01 to 
0.03 gram were necessary to produce cardio- 
inhibitory effects, which 2 five to ten 
seconds after the injection and lasted for a few 
seconds only. ‘‘The slowing of the heart is fol- 
lowed by a rise of rate above the original level, 
with a return to normal usually in a half to one 
minute after the injection. The systolic and 
diastolic blood pressures fall during the phase 
of slow heart rate, but return to the original 


level or a little higher during the phase of 
rapid heart rate. The phase of rapid heart rate 
is accompanied by flushing of the face, neck, 
and upper thorax, and a feeling of warmth 
throughout the body. Occasionally there is 
slight flushing of the limbs and coughing, and 
a sensation of obstruction to respiration fre- 
quently accompanies the phase of slow heart 
action. The nature and intensity of the re- 
sponse vary in different individuals. The re- 
sponse can be abolished by the previous injee- 
tion of atropine, but not by the previous injec- 
tion of adrenaline.’’ 

The results of a study by Crittenden and Ivy 
seem to indicate clearly that nausea, retching 
and vomiting (induced by the subcutaneous in- 
jection of apomorphine) may cause in normal 
unanesthetized dogs cardiac irregularities, such 
as heart block, cardiac arrest, ventricular and 
auricular ectopic beats. These are most likely 
to occur during retching. There are also 
changes in the rate, nausea causing usually a 
tachycardia and retching a bradycardia. The 
intravenous injection of atropine almost com- 
pletely inhibits the cardiac irregularities asso- 
ciated with nausea, retching, and vomiting fol- 
lowing the injection of apomorphine. The re- 
sults indicate that during marked excitation of 
the vomiting center the cardio-inhibitory 
mechanism is affected, the degree to which it is 
affected depending upon its sensitivity. 

Icterus per se caused both the appearance and 
the disappearance of electrocardiographie ab- 
normalities in a few instances. The changes 
in rate were variable, but the tendency was 
toward an increase. Slowing of the heart rate, 
however, also occurred. Preéxisting icterus in- 
creased the occurrence of the cardiac irregulari- 
ties which are associated with the elicitation of 
nausea, retching, vomiting, and pain by disten- 
tion of the biliary passages. The irregularities 
following the injections of apomorphine could 
not be said to parallel closely the degree of 
icterus; but the changes due to distention of 
the biliary system did parallel the degree of 
icterus. This may have been due to the apparent 
fact that apomorphine is a stronger stimulus. 
The results of the experiments on the icteric 
animals, the authors believe, indicate that icterus 
sensitizes the cardio-vagal mechanism. 

Electrocardiographic abnormalities, such as 
extrasystoles, arrests, auriculoventricular block, 
ete., occurred in ten per cent of the students 
tested while nauseated or retching during the 
swallowing of a stomach tube. No change in 
the rate was observed in one student. In the 
others there was an increase in rate which was 
dependent upon the ease with which the tube was 
swallowed. It is interesting to note that a brady- 
cardia did not occur, whereas in dogs during 
retching bradycardia occurred very uniformly. 
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In all experimental procedures changes in the 
P wave, the Q-R-S complex and the T wave oc- 
curred, none of the changes being characteristic. 
R.: The effects of acetyl 


stimulation. 
and Ivy, A. C.: 11. The K. production of cardiac 
irregularities in icteric dogs with an analysis of the role 
played by nausea and vomiting. Am. Heart J. 8507. 


PATHOLOGY 
Bedford has reviewed one hundred and ninety- 
eight cases ‘‘Brought in Dead’’. 
Bedford, T B.: The pathology of sudden death: 8 review 


of one — and ninety-eight cases “brought in dead“. 
J. Path. & Bact., 36: 333, 1933. 


and Strauss frequently observed subendocardial 
hemorrhages in the left ventricle. They think 
that the mechanical theory of the pathogenesis 
of these hemorrhages is the most convincing. It 
is based on the fact that the anatomic struc- 
ture of the endocardium around the conduction 
system is different from that of the other por- 
tions of the heart. 


The authors had an opportunity to examine 
the hearts of 235 large slaughtered animals 
about half an hour after death. Of this num- 
ber, 125 had been killed according to the Jew- 
ish ritual (the complete severance of the neck 
by three or more deep cuts into the trachea and 
carotids to effect great loss of blood). Subendo- 


Chief Lesions Found in Total of 198 


Cases “Brought in Dead” 


Respiratory apparatus disease 19 cases 
Central nervous system lesions 15 * 
Abdominal disease 133 
Unknown 
Lesions of the heart oo 


Valvular disease 
Nonvalvular disease 


Aneurysm of the aorta 
Aortic valve diseased 
Mitral valve diseased 
Both valves diseased 


(97 males, 22 females, 3 not stated) 


22 cases (dissecting in 2) 

20 “ (17 males, 3 females) 
7 \“ (2 males, 5 females) 

8 “ (6 males, 2 females) 


Average age of aortic valve disease cases was 54 years for males, 52 for females 
(14 insufficiency, 7 stenosis; only 4 luetic aortitis; 1 with coronary thrombosis). 


Average age of mitral valve disease 
Atheroma coronary arteries 


Average age—male 61, female 56. 
Left coronary artery often affected. 


cases was 53 years for both sexes. 


63 cases (57 males, 6 females) 


. In 33 gross myocardial fibrosis (27 infarction, 14 of which were recent). 
Rupture of heart in 6 cases—at apex of left ventricle. 


Syphilitic aortitis in 13 cases (involving coronary ostia). 
2 females. 


Fatty infiltration, gross, in 


Myocardial Disease. Benson, Hunter and 
Manlove have given an excellent review of the 
subject of spontaneous rupture of the heart and 
have added forty new cases found among 7,000 
autopsies done on private and hospital patients 
and on the coroner’s service. The commonest 
cause was recent infarction from coronary 
thrombosis (twenty-five cases). Other causes 
were recent infarct superimposed on old cardiac 
aneurysm (four cases), recent infarct due to 
coronary embolism (two cases), old infarct and 
aneurysm (one case), perforation of interven- 
tricular septum (two cases), aneurysm 
of left ventricle (? cause) with rupture (one 
ease), cardiac rupture due to dissecting an- 
eurysm of sinus of Valsalva the result of sub- 
acute bacterial endocarditis (one case), rupture 
of syphilitic cardiac aneurysm (one case), and 
rupture of coronary artery into pericardial sac 
(three cases). Other known causes of cardiac 
rupture reported in the literature are gummas, 
tuberculous lesions, echinococcus cysts, and 
malignancy. 

In their studies on heart and trauma, Kiilbs 


cardial hemorrhages were found in all of these 
animals, while of the 110 animals who had 
been shot only ten per cent showed subendo- 
cardial hemorrhages. In cats that had been 
killed by means of carbon dioxide, the subendo- 
cardial hemorrhages were found in only two 
per cent. 

Miller reports that Vaquez in his textbook 
published in 1924 refers to primary subacute”’ 
myocarditis (interstitial) in young individuals 
without rheumatism or other infectious history 
but with embolism (cerebral or pulmonary), gal- 
lop rhythm, dyspnea, cyanosis and dropsy. At 
postmortem examination hypertrophy and dila- 
tation of heart are found without coronary dis- 
ease, but with a subacute interstitial myo- 
carditis. Josseraud and Gallavardin first drew 
attention to this in 1901, and a good résumé of 
literature was made by Boikan in 1931 (‘‘Myo- 
carditis perniciosa’’). Miller's new case was 
that of a Chinaman, fifty years of age. Hem- 
orrhage and necrosis in left ventricular wall 
were found at autopsy. An infection in the 
mouth with metastases preceded the fatal ill- 


ñk 
choline in man. Heart, 16:263, 1933. 
Owen, 8. K. A study of viscerocardiac reflexes. I. The ex- 
perimental production of cardiac irrecularities by visceral 
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ness. He suggests ‘‘Granulomatous myocar- 
ditis’’ as the best term for the condition. 

Saphir and Corrigan have published a short 
review of the literature on fatty infiltration of 
the myocardium and have reported a study of 
fifty-eight cases. ‘‘The myocardium of the right 
ventricle is the region mainly affected. The in- 
filtration leads to a replacement of the muscle 
fibers by fatty tissue. The muscle fibers pri- 
marily become atrophic and later apparently 
disappear. If the replacement by fat involves 
a large portion of the myocardium it may lead 
to sudden death. Only if careful autopsy re- 
veals the absence of all other major lesions may 
fatty infiltration of the myocardium be regard- 
ed as the sole cause of death. Two cases of this 
type are reported. There are two other cases in 
which replacement of the myocardium by fat 
was in all probability the cause of death. . . 
In twenty-nine instances other pathologie 
changes, in addition to fatty infiltration of the 
myocardium, were found at autopsy. In these 
eases, the lesion in the heart was thought to be a 
factor in hastening death. In twenty-five in- 
stances, fatty infiltration of the myocardium was 
an incidental finding at autopsy. Fatty infiltra- 
tion of the myocardium may be regarded’’ the 
authors believe ‘‘as a morphologically demon- 
strable cause of heart failure and death in in- 
stances in which death clinically was thought to 
have been the result of functional disorders with- 
out a morphologic basis. 


Benson, R. L.; Hunter, W. C., and Manlove, C. H.: Spon- 
taneous rupture of the heart. Report of 40 cases in Port- 
land, Oregon. — J. Path., a 295, 1933. 

Kiilbs, or and Stra H.: subendokardiale Blutungen. 

‘We hnschr., 112 933, 1833. 

Granulomatous myocarditis. Canad. M. A. J., 


M.: Fatty infiltration of the myo- 
Int. Med., 52:410, 1933. 


Cardiac Enlargement. Levine and Carr have 
reported a study of heart weights according to 
Herrmann’s method in sixty-four human sub- 
jects (ten normal, ten with wasting disease— 
four cancer and six tuberculosis, ten hyperten- 
sive, fifteen rheumatic, and nineteen syphilitic). 
„The customary method of determining the 
thickness of the ventricular walls at autopsy is 
apt to mislead as to the presence of right ven- 


the viscera, and death within a year after the 
symptoms were well established. There were 
no signs of valvular disease or arteriosclerosis 
and the blood pressure was at the normal or 
slightly below it. Microscopic examination of 
the myocardium showed hypertrophy of muscle 
fibers in all, infarcts in varying stages of degen- 
eration and repair in two, and in one of these, 
a curious hydropie degeneration of the heart 
muscle cells with vacuolization of the sacro- 
plasm. The third case showed only a few hem- 
orrhages between the muscle bundles. No in- 
flammatory changes or signs of arteriolar dis- 
ease were observed. Though clinically the pa- 
tients presented many essential features in com- 
mon, the lesions at autopsy were not identical. 
It was not possible to state whether these cases 
represented a single condition at different phases 
of its development or were entirely unrelated 
in their pathogenesis. The etiology remained 
obscure. 

Levine, V., and Carr, J. G.: Cardiac weights. 

62:429, 1933. 


Levy, R. L., and Rousselot, L. M.: Cardiac ony of 
etiology young adults; 1 
logical study of three cases. Am. Heart. J., 9:178, 1933. 


Endocardial and Valvular Disease. Sosman 
and Wosika have briefly surveyed the previously 
reported cases of aortic and mitral valvular 
disease with calcification, and have given the 
existing views on-the etiology and pathology of 
calcified valves. y report twelve cases of 
aortic stenosis with calcification, ten of which 
were demonstrated ro hically in 
vivo, and thirteen cases of ‘mitral disease with 
calcification, all of which were demonstrated 

raphically in vivo, with a discussion 
of the elinical aspects, and brief case summaries. 
Roentgenoscopy is felt to be the most accurate 
and easiest method for the demonstration of cal- 
cification in the valves and is discussed under 
four main heads (A) Technique, 1. Adequate 
preparation of the eyes, fifteen to thirty min- 
utes. 2. A beam of ray of high penetration 
(41% to 5 inch gap) (70-75 KV self-rectified) 
with 5 ma. of current is usually sufficient. 3. A 
small aperture 4-5 em. in diameter through 


Arch. Int. Med., 


tricular hypertrophy, which may be over-|which to search for calcification along the 
looked. auriculoventricular junction where the valves 
Group Type No. Average Average Aver- Aver- Ratio of L. V. to R. V. 
Body Heart age age Aver- remes 
Weight Weight L. V. R. V. age 
1 Normal 10 58.7 Kk 272 107 62 1.77 (2.16 - 1.23) 
2 Wasting diseases 10 43.3 210 85 49 1.79 (2.38 - 1.27) 
3 Hypertensive 10 59.0 472 237 91 2.70 (3.84 - 1.87) 
4 Mitral disease 5 79.6 476 141 137 1.07 (1.39 - 0.71) 
5 Mitral and aortic 5 62.0 590 272 124 2.17 (3.44 - 1.29) 
6 Aortic sten. and reg. (rh.) 3 62.6 524 235 134 1.73 (1.94 - 1.48) 
7 Aortic reg. (syph.) 11 68.6 661 333 152 2.19 (3.02 - 1.71) 


Levy and Rousselot have described three cases| are located. 4. Position of patient, who is ro- 
presenting an unfamiliar clinical picture. The] tated with right shoulder 15°-20° forward in a 
main features were great cardiac enlargement, | modified right anterior oblique position, after 
intraventricular thrombosis with embolism to|deep inspiration with cessation of breathing. 


29:134, 1933. 
Saphir, O., and Cor 
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(B) Movement of calcified valves. Usually to- 
ward the apex with systole and returning with 
diastole. (C) Location. The aortic valves were 
usually located at the left border of the spine in 
the direct posteroanterior view, lying deep in the 
heart. By comparison the calcified mitral valves 
are seen well to the left of the spine and lie in 
the posterior third of the heart shadow, so far 
posteriorly that at times the calcification is 
thought to be in the pericardium. (D) Confus- 
ing shadows. Calcification in mediastinum, 
lung, and pericardium do not resemble the danc- 
ing shadow of valve calcification and can be dif- 
ferentiated by rotation of the patient. Areas 
of calcification of the valves are usually C or J 
shaped, while those of pericardium are linear or 
branching. 

Roentgenography is used by the authors only 
to check the amount and distribution of the 
calcification and to furnish a permanent record 
for demonstration. Films are overexposed to 
bring out clearly the white areas of calcifica- 
tion. 


From their study they conclude that aortic 
stenosis with calcification is a common finding 
in older patients. Calcification of the mitral 
valve leaflets is accompanied by definite signs 
of mitral stenosis. Calcification in the annulus 
fibrosis of the mitral valve, at least, may be en- 
tirely unrelated to disease of the cusps and pro- 
duce no cardiac symptoms. 

demonstrated 
ray. Am. J. Roentgenol., 30:328, 

Aortic Valve Lesions. Campbell and Shackle 
present an analysis of a series of cases present- 
ing disease of the aortic valve, due to rheumatism 
in 200, to syphilis in fifty-five, to atheroma in 
twenty, and to all other causes in twenty-one. 
Excluding from the rheumatic group of 200 cases 
all patients with any evidence of mitral stenosis 
the series in per cent was forty-four rheumatic, 
thirty-two syphilitic, twelve atheromatous, and 
twelve all other causes. 

In the rheumatic group, roughly of each six 
cases, three had aortic incompetence and mitral 
stenosis, one had these plus aortic stenosis, one 
had aortic stenosis and incompetence, and one 
aortic incompetence alone. The sex ratio of 
men to women was 2:1 for aortic disease, but 
only 2:3 when mitral disease was added. Pure 
aortic stenosis was rarely found and when 
judged by the pulse pressure stenosis was un- 
important compared with regurgitation, even 
when the signs were well marked. Ages most 
commonly were from ten to fifty years. 

Among the syphilitic cases, aortic stenosis was 
never found, the pulse pressure was greater than 
in the rheumatic cases (110 mm. instead of 70), 
there were three men to each woman, and near- 
ly four-fifths were between forty and sixty years 
of age. 


Nearly all the atheromatous cases were men 
between fifty and eighty years, aortic stenosis 
was more important and more often present, and 
signs of regurgitation were often absent. The 
pulse pressure was not much less than for the 
rheumatic group, but the diastolic was higher, 
averaging ninety-two instead of sixty-seven. 

Auricular fibrillation was present in thirty 
per cent of the rheumatic cases with mitral steno- 
sis, in eight per cent without it, and in three 
per cent of the other groups. 

Left ventricular preponderance was found in 
one-half of the electrocardiograms of those with 
pure aortic disease, and the T waves were in- 
verted, most often in Lead I, in about one- 
quarter of the rheumatic cases and in about one- 
half of the others. 

The prognosis was much better in the rheu- 
matic group; the average duration of life after 
the development of aortic incompetence was 
probably twenty years but more than this if 
cases who died quickly from active rheumatic 
carditis are excluded. In the syphilitic group 
the duration of life was two years after develop- 
ment of symptoms, and few patients lived as 
long as eight years. 


Cam 1, M., Shackle, J. W.: Disease of aortic valves 
uy’s 1 Rep., 83:168, 1933. 


Other Valve Lesions. Zeisler has reviewed the 
literature on tricuspid stenosis and has reported 
a case with antemortem diagnosis. 

1. A review of the world literature to date 
reveals 250 cases of acquired chronic fibroplastie 
tricuspid stenosis, with correct antemortem 
diagnosis in only 31. 

2. The most important symptoms and signs 
of tricuspid stenosis are: dyspnea on exertion, 
cyanosis, dilatation of the right auricle, dis- 
tention of the cervical veins, presystolie pul- 
sation of the cervical veins with a large a-wave 
in the phlebogram, marked enlargement of the 
liver with positive presystolie liver pulsation, a 
rough diastolic and presystolie murmur at the 
xiphoid end of the sternum. Those signs de- 
pendent on auricular activity disappear in 
auricular fibrillation or complete failure of the 
auriele. 

3. A ease of tricuspid stenosis is reported 
with correct antemortem diagnosis, confirmed by 
autopsy. 


oe. | E. B.: Tricuspid stenosis; 
rt of a case with antemortem 


8 82657. 1933. 
Segall has described his 


review of the 
diagnosis. Am. Heart J., 


Pericardial Disease. 
procedure of shaking or otherwise changing the 
position of the heart in the thorax in order to 
elicit a transient pericardial friction rub in a 
patient with acute pericarditis. 

Adhesive Pericarditis. Hochrein and Laplace 
have described different forms of pneumotacho- 
graphic signs in cases of adhesive pericarditis 
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proved by necropsy. There is common to all 
eases the preponderance of the negative heart- 
synchronous movements in inspiratory breath 
holding and the small size up to the disappear- 
ance of the cardiopneumatic movements in ex- 
piratory breath holding. The authors state: 
On the ground of the observations made in 
animal experiments the pn 
signs in adhesive pericarditis are related to two 
mechanisms: (1) the apr in of the ow 
in inspiratory holding of the breath, and 1 (2) 


hemodynamic conditions which through hin- 
drance to inflow during diastole prevent ade- 
quate systolic emptying of the heart. We can- 
not obtain any idea concerning the extent and 
localization of pericardial adhesions by the 
pneumotachogram.’’ 
Segall, H. N.: Detection of the murmur of acute pericarditis; 
description of @ new clinical procedure. Arch. Int. Med., 
Hochrein. M.. and Laplace, I.: Der pneumotachographische 
Nachweis der Pericarditis adhaesiva. Deutsch. Arch. f. klin. 
Med., 176:113, 1933. 


(To be continued.) 


COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1933 
AND SEVEN YEAR AVERAGE 


Monto ENpine Novemser 10, 1934 


Week ending Oct. 20 
Week ending Oct. 27 


reported 
past 


verage cases 

for 

to Nov. 10 for 
years 

Week ending Oct. 21 

Week ending Nov. 4 


— 


Tuberculosis (Pul.) 
Tuberculosis (O. F.) 
Typhoid Fever 
Undulant Fever 
Whooping Cough 
Gonorrhea 
Syphilis 


8 
5 


47 


Remarks: No cases of Asiatic cholera, glanders, plague or yellow fever during the past 


Se BSl Sawn! | | | S| Week ending Oct. 28 


al | | Week ending Nov. 3 
SlGalwoRl wo Sl SRI BS! wel lesl Week ending Nov. 10 


Sew! | | vo | Week ending Nov. 11 


SSS 


VOL. 211 MEDICAL PROGRESS—WHITE AND SPRAGUE 1059 
4 
1934 1933 
Diseases 
Cereb 
Chick 
Diphth 
Dysen 
Dysen 
Encep 
Germ 
Influe 
Measl 
Mum 
Parat 
Pneum 
Pneum 
Polio 
Scarle 
Septic 
Tetan 
|__| 


CABOT CASE RECORDS N. E. J. OF M.. 
1060 DEC. 6, 1934 
CASE RECORDS bases. The radial and brachial arteries were- 
of the firm, gee and slightly 1 heart 
was not enlarged to pereussion. ere was a 
nnn soft systolie murmur at the apex and base. Blood 


ANTE MORTEM AND POST MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep sy Ricnarp C. Casor, M.D. 


CASE 20491 
PRESENTATION OF CASE 


An eighty-five year old unmarried American 
woman entered complaining of jaundice of one 
week’s duration. 

Two weeks before entry the patient experi- 
enced a shaking chill for several minutes which 
was followed by vomiting of food that she had 
eaten five hours before. Associated with this 
attack she had considerable pain throughout the 
epigastrium, radiating upwards and backwards 
but not involving the shoulders. The following 
morning she felt fairly well but she called a 
physician who elicited tenderness along the 
right costal margin. She remained fairly well 
for the following week although tenderness 
along the right costal margin persisted. She 
complained somewhat of gas which she said she 
had had during the past year. Free catharsis 
was obtained with Epsom salts but no other 
medication was taken. One week before entry 
her nephew noticed that she passed a clay-col- 
ored stool, and at the same time that she was 
becoming jaundiced. Neither of these two symp- 
toms had been noticed prior to this time. She 
was put on a milk and carbohydrate diet by 
her physician. Her appetite, however, became 
very poor and she developed slight nausea but 
no vomiting. Her temperature was slightly ele- 
vated during this week. The jaundice produced 
a slight itching, but did not change in intensity. 

The family history is non-contributory. 

The patient had always been a heavy eater 
and was especially fond of meat and fat. Her 
water intake had always been low and her urine 
concentrated. There was no history of any pre- 
vious jaundice. She had had a fractured hip 
and femur ten years before entry. Her previous 
illnesses included malaria while in Kentucky a 
number of years ago, rheumatic fever thirty 
years ago which required bed care for two 
weeks, and influenza twice, none of which 
resulted in any sequelae. She was always 
slightly constipated. During the past two years 
she had some incontinence of urine. 

Physical examination showed a well-devel- 
oped and slightly obese elderly woman lying 
comfortably in bed. The skin showed scattered 


small irregular scratches and marked jaundice.. 


Her chest was slightly barrel-shaped and her 
lungs showed occasional moist rales at both 


pressure was 172/94. On abdominal examina- 
tion a slightly tender liver edge was felt eleven 
centimeters below the costal margin in the mid- 
elavieular line. The spleen was not felt. There 
was slight pitting edema of the lower half of 
both legs. 


The temperature was 99.5°, the pulse 90. The 
respirations were 22. 

Examination of the urine showed a specific 
gravity of 1.018-1.025, with a positive bile test. 
The sediment showed several white blood cells 
and a rare red blood cell and cast. The blood 
showed a red cell count of 4,100,000, with a 
hemoglobin of 70 per cent. The white cell count 
was 5,100, 55 per cent polymorphonuclears. The 
stools were firm, clay colored, and contained a 
large amount of fat. A guaiac test was nega- 
tive. A Hinton test was negative. The van den 
Bergh was 19.57 direct. 

After a Graham meal the dye was not visi- 
ble in the gall bladder. In all films there was. 
a minute area of density in the gallbadder re- 
gion which could represent an opaque stone. 

Her jaundice increased and on the seventh 
day an exploratory laparotomy was performed. 
She did poorly postoperatively. Her tempera- 
ture rose to 103°, her pulse to 130, and her res- 
pirations were 35. She developed rales in both 
lungs, especially on the right, and died on the 
second postoperative day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Futter The most significant 
fact in the opening sentence is the fact that 
she is eighty-five years old. In a woman of that 
age jaundice of one week’s duration would 
make us think of malignancy, although she may 
be even too old for malignancy. 

— Water Baver: What do you mean by 
tha 

Dr. ALBRIGHT: I have heard, and it seems 
to be so, that if a person lives long enough he 
gets by the malignant age. 

One also thinks of stones. The very sudden 
onset makes us think of stone or of catarrhal 
jaundice. The pain also leads one to think of 
stone. As far as the story is concerned it is. 
between malignancy and stone. I think the pain, 
the sudden onset, and the evidence of infection 
are in favor of stone. 

Dr. CHEsTER M. Jones: It was not a very 
striking part of the story. 

Dr. ALLEN: She did not have so much pain 
as one might expect with stone. 

Dr. ALhRIanr: The patient was especially 
fond of meat and fat.’’ That is put in of course 
as evidence against stone. 

I should say that the past history does not 
help us at all. 
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If anyone has been thinking of coronary 
thrombosis as the cause of the pain, I think that 
pw blood pressure and good pulse pressure rule 

at out. 


The fact that the liver edge was slightly ten- 
der suggests that it is not a chronically enlarged 
liver and that we are not dealing with chronic 
biliary cirrhosis with jaundice. It was appar- 
ently distended as one might see it in catarrhal 
jaundice or a biliary infection associated with 
a stone. 

The spleen was not felt, which again is 
against chronic cirrhosis. 

The other thing that the physical examina- 
tion has told us, that they did not feel the gall 
bladder, is against malignancy and in favor of 
— stone hypothesis, according to Courvoisier’s 


The white cell count is slightly low. It is con- 
sistent with catarrhal jaundice and perhaps 
against a biliary infection with stone. 

A guaiac test was negative. That is 
slight evidence against malignancy of the pan- 
creas possibly. 

After a Graham meal the dye was not visi- 
ble in the gall bladder.’’ That could have been 
predicted. One does not usually do a Graham 

test with obstructive jaundice. There will be 
no — excretion almost surely. 

Obviously the preoperative diagnosis was 
stone. That is the only possible diagnosis among 
those considered that would have led to opera- 
tion. Evidently the doctor who had her in 
charge, and we learn now that it was Dr. Allen, a 
thought it was stone and operated for that rea- 


son. 

I think there is very little question that she 
died of postoperative bronchopneumonia. 

I should agree with Dr. Allen, that she did 
have stones as the most likely diagnosis. It is 
one of those questions you never know. I will 
stick to stone as the first diagnosis, with ma- 
lignaney second, and catarrhal jaundice as a 
poor third. Everything is consistent with catar- 
rhal jaundice except her age. I do not think she 
had acute hepatitis. 


X-RAY INTERPRETATION 


Dr. Georce W. Hotmes: We have a series of 
films of the gallbladder region. After giving 
the dye there is a small shadow here which I 
presume is the one mentioned and which to me 
does not look very much like stone. I think they 
were justified in calling attention to it. How- 
ever it is certainly not a stone that would cause 
obstruction. It is interesting to notice the amount 
of dye in the colon. 

There is one other film here that shows the 
whole area and which allows us to be reason- 
ably certain that the gallbladder is not in some 
area we did not examine. it shows the kidney, 
which is apparently normal in size and shape. 


We also have a fairly good picture of the liver, 
and if one is justified in making any statement in 
regard to the liver by x-ray, he would say it is 
small rather than large. X-ray examination of 
the liver is inaccurate, perhaps even more so 
than palpation. 


CLINIcAL Discussion 


Dr. Jones: The story in the protecol indi- 
cates more pain than this patient actually told us 
about and from her story one would have serious- 
ly considered catarrhal jaundice. My feeling was 
that she was eighty-five years old and that she 
undoubtedly had gall-stones in spite of the his- 
tory. We did a Graham test hoping that pos- 
sibly we might get a little dye by and outline 
the gallbladder and find some shadows of stones. 
That was the main reason. We took scme plain 
plates to show some opaque shadows. In spite 
of x-rays or story or anything else, I felt that 
she did have stone and that because of her age 
she had a fair chance of having malignancy as 
well, but we had to take the chance and see if 
we could remove the stone. She was getting 
worse, and even at eighty-five it seemed wise to 
take the risk. 

Dr. ALLEN: One does not approach any sur- 
gical procedure in a patient of this age with too 
much enthusiasm. However, she seemed to have 
very little to look forward to if some relief was 
not given. Also, she seemed to be a particularly 
lively person for eighty-five. She had a very 
successfully united fracture of the femoral neck 

few years before in this hospital and was 
4 interested in all that was going on about 
her. 

The question of preoperative diagnosis did not 
seem to be necessarily relevant. There was, of 
course, the possibility of malignancy even in a 
woman of eighty-five, but she was definitely be- 
yond the common age for cancer. The rather 
sudden onset of the jaundice made me feel that 
stone was the better bet and for that reason I 
felt that she should be explored; but I was 
willing to explore her even with a malignant 
obstruction inasmuch as she had nothing to look 
forward to except increasing jaundice. Anasto- 
mosis between the gallbladder and the alimen- 
tary tract is frequently a very satisfactory pro- 
cedure. Some of these patients live quite a 
long while. I had one patient who lived five 
years after cholecystgastrostomy and finally 
died of cancer of the head of the pancreas. In 
the meantime he had a gastroenterostomy be- 
cause the growth had shut off the duodenum 
some two years after the original anastomosis. 
Under novocain block it was felt that this oper- 
ation might be done without bothering her too 
much. The gallbladder was large and distended. 
None of us had felt it before the operation. She 
was quite fat, and it was deeply placed. I think 
we fail to feel a good many distended gallblad- 
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ders in this type of patient. The gallbladder 
was first aspirated with a suction trocar after 
which we were able to feel several small stones 
in it and then without taking the gallbladder 
out or without taking the stones out, we thought 
we had better explore the common duct. It 
was exposed and was found to be quite large, 
about one and a half centimeters in diameter. 
A hypodermic needle in the duct produced 
about two or three cubic centimeters of white 
fluid which on the spur of the moment I as- 
sumed was bile that had lost its color. Very 
shortly after I discarded it I was sorry I had 
not sent it for analysis because it then occurred 
to me that it was too thin for white bile. I do 
not know, but I think it was pancreatic juice. 
The duct was opened and a mass in the region 
of the ampulla could be definitely palpated be- 
tween the finger and thumb of the left hand. A 

robe would not penetrate the mass into the 

testine without some force. There was no 
stone in the common duct that could be found. 
The ampulla, or what I considered to be the 
ampulla, in the middle of this mass was dilated 
with the Baker dilators up to one half a centi- 
meter in diameter, then with a sharp curet a 
specimen was removed from the inner surface of 
the mass and was given to Dr. Castleman for a 
frozen section. He was unable to say whether 
it was malignant or inflammatory. We had to 
assume that it was malignant and closed the 
common duct tightly, removed the stones from 
the gallbladder, and anastomosed the gallblad- 
der to the stomach, just proximal to the pylorus. 
Interestingly enough, in spite of the fact that the 
liquid in the common duct was white, there was 
definite bile in the gallbladder at the time of the 
anastomosis. 


Bronchopneumonia following any major op- 
eration, even after local anesthesia, is certainly 
one of the sequelae one would expect and antici- 
pate in a patient of eighty-five, but we have no 
regrets upon having made the effort. 


CLINICAL DIAGNOSES 


Obstructive jaundice. 

? Carcinoma of the common duct. 
Bronch 
Hypertensive arteriosclerotic heart disease. 


Dr. ALBRIGHT’s DIAGNosIs 
Obstructive jaundice due to gall-stone. 
ANATOMIC DIAGNOSES 
Carcinoma of the head of the pancreas. 


Central necrosis of the liver. 
Icterus. 


Operative wound, cholecystgastrostomy. 
Pulmonary atelectasis. 


Discussion 


Dr. Tracy B. Mauwory: A diagnosis of can- 
cer of the head of the pancreas by palpation is 
often a very difficult one because the pancreas 
is normally a very hard organ; a normal pan- 
creas feels very much like cancer in any other 
organ. Dr. Allen felt confident, however, that he 
was dealing with cancer of the head of the pan- 
creas and at the autopsy I felt the same way. 
After the sections came through I thought at 
first that we had both been wrong, but more 
careful study of the sections shows convincing 
proof that there is cancer present, although I 
think you will agree with me that it is not very 
obvious. 

This section is from the head of the pancreas 
and at first glance one sees nothing but an un- 
usual amount of fibrous tissue in which are em- 
bedded a number of dilated ducts and a few 
scattered islands of Langerhans. There is no 
acinar tissue left. The majority of these epi- 
thelial-lined spaces look very much like the nor- 
mal ducts of the pancreas, but in the center of 
some of them one can recognize nerves. There 
is no place in the body where any such anatom- 
ical arrangement occurs and the only possible 
assumption is that we are dealing with invad- 
ing carcinoma which has completely surrounded 
the nerve. None of the glands themselves could 
be positively recognized as cancer, but I think 
the distribution leaves no doubt that we are 
with malignancy 
Dr. LELAND S. McKrrrricx : I can now see 
why it is so difficult to take a specimen of the 
pancreas at operation and have it come back as 
eancer. We have all taken a specimen from a 
suspected cancer, had the report come back as 
chronic inflammation and the patient die of car- 
cinoma of the pancreas. That is why Dr. Jones 
frequently did not try to take a specimen from 
a pancreatic tumor. He thought it gave the 
family a wrong feeling of security and more 
frequently the clinical diagnosis was right 
rather than the report from the specimen taken 
at operation. 

Dr. Mauuory: In this case we would cer- 
tainly have failed to make the correct di 
nosis from a biopsy. In fact I looked at the 
autopsy sections for three or four minutes with- 
out finding any evidence of tumor. 

A PHYSICIAN: she have true broncho- 


A Puysician: Was the liver enlarged? 

Dr. Mauitory: No; it weighed 1450 grams. 

Dr. ALLEN: Are you going to explain to us 
why she had white fluid in the common cast 
W bile in the gall bladder? 

R. MALLORY I do not believe that I can, 

Dr. “Allen. I did not know of that finding at 
the time of autopsy and did not look particu- 
larly to see just how far up the common duct 
the obstruction ran. 
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Dr. ALLEN: It is the first time I have seen 
this combination. It is perfectly true that I do 
not know what color the fluid was that I with- 
drew from the gallbladder. It was done with a 
suction bottle and no note was made of that, 
but after we found the white fluid in the com- 
mon duct and by the time we got back to taking 
stones out of the gallbladder and anastomosing 
the gallbladder to the stomach, I was a little 
surprised to find bile in the gallbladder. I 
could not quite figure it out. It should mean 
obstruction just below the orifice of the cystic 
duct and we could find no obstruction there. 

Dr. Matiory: I did not notice any either. 

The liver at the time of autopsy was small 
and showed a very obvious, fairly extensive cen- 
tral ncerosis. The degree of postmortem change 
was so great it was hard to tell how significant 
that was. 

Dr. McKirrrick: How long does it take 
bile in the gallbladder to lose its color? 

Dr. MaLLonr: It is a matter of months I 


CASE 20492 
PRESENTATION OF CASE 


A sixty year old Greek lodging-house keeper 
entered the Emergency Ward in a semicomatose 
state. The history was given by his son. 

Three months before entry the patient sud- 
denly developed a severe attack of erysipelas 
which affected the upper part of both sides of 
his face below the eyes and extended across the 
nose. His face was swollen, red and tender. He 
felt quite sick, had some fever and developed 
anorexia. The swelling reached its height about 
five days after onset at which time he began to 
complain of a dull intermittent pain in the 
upper part of the abdomen. This pain-was not 
related to meals and was never very severe. Ten 
days after the onset of the erysipelas the swell- 
ing disappeared entirely and he was able to 
leave his bed although he felt weak and de- 
18 The abdominal pain disappeared, but 

appetite continued to be poor. One week 
later he had another attack of erysipelas sim- 
ilar to the first. It lasted about one week and 
then subsided. Abdominal pain was not asso- 
ciated with this attack, but toward the end his 
abdomen began to swell. A physician, believing 
that his ascites was due to nephritis, gave him 
some pills over a period of two weeks. He also 
informed the family that there was a consider- 
able amount of albumin in the patient’s urine 
but no red or white blood cells. His abdomen 
gradually increased in size but at no time did 
he complain of pain. There was no jaundice, 
nausea, vomiting or fever. As far as the inform- 
ant knew the patient had not been constipated, 
nor did he have any diarrhea. His stools, how- 
ever, were often light colored. 

Three weeks before entry five quarts of fluid 
was withdrawn from his abdomen. He was also 


given injections twice a week which seemed to 
keep the fluid from returning. Ten days before 
entry his hands began to tremble and he had 
spells of twitching and nervousness which in- 
creased in frequency until admission. During 
this last ten-day period he had periods of stupor 
alternating with spells of consciousness and de- 
lirium. During the past three days the stupor 
ona deepened and his breathing became 
eavy 

The family history is non-contributory. 

He had been married thirty-seven years. His 
wife and one son were living and well. There 
were no miscarriages 

The patient hed lived in this country for 
twenty-five years. He had had no serious ill- 
nesses or operations. He did not smoke or drink 
alcohol. Recently he had developed slight uri- 
nary frequency and occasional nocturia. 

Physical examination showed a well-developed 
man who showed evidence of loss of weight and 
who was breathing heavily. He was semicoma- 
tose and was aroused with difficulty. The skin 
was dry and he was very dehydrated. His mouth 
was dry and crusted, his teeth dirty and carious. 
The lungs were negative. The heart was normal 
in size. A soft systolic murmur was heard over 
the precordium. The blood pressure was 140/90. 
The abdomen was dull throughout and showed a 
definite fluid wave. The liver and spleen were 
not felt. 

The temperature was 97.4°, the pulse 100. 
The respirations were 

Examination of the urine showed a specific 
gravity of 1.010, a trace of albumin, 50 red 
blood cells and 30 white blood cells. The blood 
showed a red cell count of 3,919,000, with a hem- 
oglobin of 70 per cent. The white cell count 
was 12,900, 68 per cent polymorphonuclears. The 
stools were soft, formed, brown colored and 
showed a negative guaiac test. A Hinton test 
was negative. The non-protein nitrogen of the 
blood was 92 milligrams per 100 cubje centime- 
ters, the blood sugar 79. The plasma protein 
was 5 per cent; the plasma chloride 751 milli- 
grams of sodium chloride per 100 ecubie centi- 
meters, the plasma cholesterol 139 milligrams 
per 100 cubic centimeters. The CO». combining 
power was 29.6 volumes per cent. The icteric 
index was 35. 

He was given 1800 eubie centimeters of 5 per 
cent glucose and saline but he still continued to 
be stuporous. On the third day his tempera- 
ture rose to 101.4°, his pulse to 120. His res- 
pirations were 40. He was given more intra- 
venous glucose but rapidly failed and died on 
the fourth day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Jon H. Talnorr: This patient had a 
rather typical attack of erysipelas. He had the 
typical butterfly distribution of the lesion, his 
face was swollen, red and tender, and he was 
quite sick and had some fever. Recurrence oc- 
curs in fifteen to twenty per cent of these cases 
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and one conclusion that we may draw from the 
recurrence is that he was in a weak and run 
down condition to begin with. 

Then he began to have abdominal pain and 
developed ascites after that. We might think 
of malignancy or the ascites may be related to 
other things. A diagnosis of nephritis was made 
before he came into the hospital. 

I presume the injections were salyrgan, a 
mercurial diuretic. 

I favor a kidney lesion to account for the al- 
bumin in the urine and the ascites. The nerv- 
ousness and twitching might have been caused 
by the uremia. 

„He did not smoke or drink alcohol.“ The 
latter probably was put in to make us wary of 
a diagnosis of cirrhosis, for the association of 
aleohol and cirrhosis is by no means settled. 

The urinary frequency and nocturia are con- 
sistent with the diagnosis of nephritis. 

No mention is made of a friction rub. Pre- 

sumably he did not have pericarditis. The nor- 
mal size of the heart and the normal blood pres- 
sure make us think he did not have the hyper- 
tensive type of cardiorenal disease, although in 
the terminal stage the blood pressure may fall 
to a normal level. 
. Apparently he had reaccumulation of fluid 
after tapping. If he had had a large spleen 
and liver from cirrhosis they probably could 
have been felt in spite of the fluid. 

No mention is made in the physical examina- 
tion of one or two things that I should like to 
know. I should like to inquire about the eye- 
grounds and the jaundice. He had an icteric in- 
dex of thirty-five. I wonder if he had jaundice 
on admission. 

Dr. Tracy B. MaALLonr: There is no note 
about jaundice at the physical examination on 
admission. The eyegrounds were not examined. 

Dr. TALBOTT: That is too bad for the eye- 
grounds in an acute nephritis and a terminal cir- 
rhosis may be diagnostically different. 

A specific gravity of 1.010 in a dehydrated pa- 
tient makes us think very strongly of nephritis. 
If the patient were dehydrated from some other 
cause we would expect a specific gravity of 1.020 
or 1.030. 

The negative guaiac test is against any bleed- 
ing from a malignancy in the gastro-intestinal 
tract. 


In a semicomatose state a non-protein nitro- 
gen of 92 milligrams is consistent at least with 
a diagnosis of uremia. We know it may be pres- 
ent with a fairly low or normal non-protein 
nitrogen or as high as 300 milligrams. The blood 
sugar is 79. There is no note in the history 
to tell us why it was taken. There was no sugar 
in the urine, and presumably no diabetes was 
present. I think the reason for doing the cho- 
lesterol was that there was a suspicion at least 
of a nephrotic type of nephritis. A cholesterol 


of 139 milligrams is quite a normal figure. A 
plasma protein of 5 per cent in a dehydrated 
patient is certainly below normal. I think if 
we are going to put much emphasis on the 
plasma protein determination it is probably just 
as well to go the full way and do an albumin- 
globulin ratio. The sodium chloride, calculated 
in the terms we are now using, is 128 milli- 
equivalents. That is as high as I have ever seen 
it, if this is correct, and there is no reason for 
doubting it. This in conjunction with a CO, 
volume of 30 per cent is extremely significant. 
Again, if we consider the CO. combining power 
in milli-equivalents (about 13) we can draw a 
reciprocal relationship with the plasma chloride. 
We find in the next sentence that this man was 
given glucose and saline. Apparently the saline 
was given, completely ignoring the findings in 
the previous paragraph. With a plasma chlo- 
ride which is unusually high and a CO combin- 
ing power that is low, therapy should be based on 
this information. If we are going to do these 
chemical determinations we should make use of 
the data. With a CO: combining power of 30 
milli-equivalents and a serum chloride of 128 
milli-equivalents, certainly the thing to give this 
man was not saline but sodium bicarbonate. It 
is one of the few cases in which we have justi- 
fication for using it. If he had been given so- 
dium bicarbonate it would not have cured the 
disease but it would have helped him symp- 
tomatically. 

I see nothing aside from the icteric index of 
thirty-five to go ahead with the diagnosis of cir- 
rhosis. There is no mention made of the size 
of the liver, and the spleen was not felt. We 
have ascites, and a high non-protein nitrogen 
with uremia. We have albumin and red blood 
cells and white blood cells in the urine. No 
mention is made of a phenolsulphonephthalein 
test. I think with a specific gravity of 1.010 we 
should like to have a concentration test. He 
was probably too sick for these. 

As to the type of kidney lesion he might have 
had, certainly we have no evidence aside from 
the low plasma protein to suggest degenerative 
nephrosis. He had no hypertension, no sclerosis 
of the large vessels, and no cardiac hypertrophy. 
The question of whether he had a hemorrhagic 
nephritis following erysipelas is certainly an un- 
usual correlation but interesting to consider. 

The temperature and pulse rise at the end, 
with the suggestion of possible bronchopneu- 
monia from the high respiratory rate, are again 
consistent with a terminal uremia. I think that 
is as far as I can go. 


CLINIcAL Discussion 


Dr. WauTeR Baver: I should like to know 
why the whole story is not consistent with severe 
hepatic insufficiency. All the laboratory find- 
ings, particularly the low blood sugar, the high 
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non-protein nitrogen, and the acidosis are con- 
sistent with severe hepatic insufficiency. The 
icteric index of thirty-five cannot be ignored. 
Patients with severe hepatic insufficiency can 
die without any greater icterus than was noted 
in this instance. I wonder if we have been given 
the whole story. If I went over this case I 
would be just as likely to end up with the diag- 
nosis of hepatic insufficiency. I do not like the 

resence of red blood cells with a urine of 1 010, 

ut I do not think it would worry me. 

Dr. TaLnorr: I see nothing to alter my diag- 
nosis of hemorrhagic nephritis. 

Dr. MAlLonr: I should like to hear some 
other expressions of opinion. 

Dr. Wyman Ricuarpson: I agree with Dr. 
Bauer. 

Dr. Witu1aM B. Breep: Hepatic disease is 
rather common following erysipelas and other 
streptococcus infections. I should be more in- 
clined to agree with Dr. Bauer. 

Dr. KranEs: I saw the patient in the 
Emergency Ward. We felt that the presence of 
ascites without edema elsewhere was most un- 
usual on the basis of renal insufficiency alone. 
We have seen a number of cases where hemat- 
uria and renal insufficiency were combined with 
the clinical picture of cirrhosis. We made two 
diagnoses, cirrhosis and acute glomerular neph- 
ritis. 

Dr. Bauer: I suppose he had a little kidney 
irritation. He was sixty years old and it was 
not a perfectly normal kidney, but I do not think 
that was a very important part of the picture. 
I do not think it killed him. 

Dr. Kranes: There was another possibility. 
Salyrgan had been given for the ascites and we 
thought that might bring on the renal picture. 
I think primarily he was suffering from cir- 
rhosis. 

Dr. Mrs Baker: I think he might even 
have acute atrophy of the liver. 

A Puysician: If a person had a primary 
liver condition this long, would he not have clin- 
ical jaundice? 

Dr. Kranes: We thought he did have icterus. 
The reason the eyegrounds were not examined 
was that he was comatose and the pupils were 
contracted. 

Dr. Houmes: There is another method of ex- 
amination that helps to determine the presence 
or absence of cirrhosis, that is to attempt to 
demonstrate esophageal varices. 

Dr. Matiory: I imagine this patient was 
too sick for that. 

Dr. Hotmes: Yes. 


CLINICAL DIAGNOSES 


Cirrhosis of the liver. 
Cholemia. 


Chronic nephritis. 
Uremia. 

Dr. TALBOT T 'S DIAGNOSES 
Acute hemorrhagie nephritis. 
— 


ANATOMIt DIAGNOSES 


Cirrhosis of the liver, atrophic. 
Acute glomerular nephritis. 
Ascites. 

Pulmonary edema. 

Pleural effusions, slight bilateral. 


PatHo.tocic Discussion 


Dr. Matiory: This is a case in which every- 
one can feel with fair justification that he was 
right. Both cirrhosis and nephritis were pres- 
ent in marked degree. The cirrhosis, however, 
was much the older lesion, and the nephritis 
was quite acute. 

The liver was markedly atrophic, weighing 
only 800 grams, and showed a coarsely nodular 
surface with the nodules varying from a few 
millimeters to one centimeter in size. It was 
firm and hard and cut with increased resistance. 
Microscopic sections showed no evidence of re- 
cent activity of the process. There was no fatty 
vacuolization and no hyalin of the type seen in 
alcoholic cirrhosis. The process was undoubted- 
ly an old one which must have been present at 
least ten or fifteen years. 

The kidney in contrast showed a very acute 
nephritis of the intracapillary glomerular type. 
The number of endothelial nuclei was much in- 
ereased. The capillaries were rarely patent and 
fresh adhesions to the capsule were present. 
few foci of hemorrhage were noted. As con- 
firmatory evidence for the acuteness of the 
nephritis, the heart showed no hypertrophy. 
The spleen was slightly enlarged, weighing 300 

Small amounts of fluid were present in 
the pleural cavities and there was slight pitting 
edema of the ankles, whereas the abdomen con- 
tained over three liters of transudate. 

The microscopic appearance of the kidney fits 
very well with the hypothesis that acute glo- 
merular nephritis developed at the time of, or 
immediately subsequent to, his attack of ery- 
sipelas, and his rapid downhill course since that 
time is probably to be attributed to the renal 
lesions. I doubt very much, however, if the 
degree of nephritis which he had would have 
been sufficient by itself to cause death in so 
short a time, and the liver insufficiency must 
have been a very important element in the pic- 
ture. Probably neither the hepatic nor the renal 
insufficiency was in itself enough to cause death, 
whereas the combination proved fatal. 
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ACTIVE IMMUNIZATION IN THE 
PERITONEUM 


OnE of the most important problems in major 
abdominal surgery is the safe removal of can- 
cers of the large intestine. Probably the most 
frequent cause of death following such opera- 
tions is peritonitis. Recently in surgical litera- 
ture may be found many contributions dealing 
with technical methods of anastomosis in which 
so-called aseptic methods of anastomosis are de- 
scribed. Many of these methods, whether by the 
use of special clamps or by special methods of 
suturing, are real steps forward. At the same 
time operations have long been known and per- 
formed which avoid intestinal anastomosis en- 
tirely. These latter operations are all based on 
the well-known Mikuliez procedure. In spite, 
however, of the judicious use of Mikuliez proce- 
dures, aseptic anastomoses, and two-stage proce- 
dures, peritonitis still often follows these opera- 
tions. It may so follow even when there has 
been no slightest error of technique. Many large 
ulcerated cancers harbor virulent streptococci 
and even the most meticulously gentle handling 


of these may at times cause the spread of or- 
ganisms to the general peritoneal cavity. 
Methods of active immunization in the perito- 
neum preparatory to such operations date back 
a long time. Probably the mere doing of a pre- 
liminary cecostomy or colostomy produces im- 
munization of this nature in that the peritoneum 
is opened and traumatized at the primary opera- 
tion. Reports from the Mayo Clinic four or five 
years ago showed some success from inoculation 


into the peritoneum of killed cultures of organ- 


isms derived from fatal cases of peritonitis. 
More recently Drs. Edward L. Young and Her- 
bert A. Johnson, working at the Faulkner and 
Massachusetts General Hospitals, have been us- 
ing a preparation of amniotic fluid for this pur- 
pose. This fluid is best injected from six to ten 
hours before the proposed operation and causes 
a moderate aseptic peritoneal reaction. Their 


.| results as presented at the recent meeting of 


the American College of Surgeons are very good. 
About one hundred cases have now been oper- 
ated on following this method of preparation 


with only a single death from peritonitis. At the 


same time these surgeons have given up two- 
stage procedures in many cases which do not 
show obstruction, resulting in marked saving in 
length of hospitalization for the patients. Even 
with excellent technical surgery this abandon- 
ment of the two-stage procedure would certain- 
ly have resulted in a high mortality if the pa- 
tients had not been protected against peritonitis 
by some method of local immunization. Perito- 
nitis is also a complication of gastric resections 
and less frequently from some other forms of 
elective abdominal surgery. The results of am- 
niotie fluid in such cases will be awaited with in- 
terest by the medical profession. 


THE BLINDING FILARIA 


Tue Harvard-African Expedition of 1934, 
concerning which a news item appeared on page 
1033, issue of November 29, is a striking example 
of the kind of coérdinated research which is re- 
quired for the study of diseases in which an 
insect-vector is involved and when, at the same 
time, the possibility must be considered of an 
animal reservoir of infection. 

The Expedition was headed by Dr. Richard 
P. Strong, who is not only a clinician of wide 
experience but who has made important con- 
tributions to tropical medicine in the varied 
fields of pathology, bacteriology and protozoöl- 
ogy. Associated with him were Dr. Joseph Be- 
quaert, who has achieved distinction in entomol- 
ogy and in botany as well; Dr. J. H. Sand- 
ground, who is distinguished as an helmintholo- 
gist; Mr. Byron L. Bennett, an expert field lab- 
oratory-technician ; and the Messrs. Henry Mal- 
linckrodt and S. Pierrepont, Jr., who took pho- 
tographs and collected zoölogieal specimens. 


Water P. Bowis, M. D., Managing Editor 
AssocuiTs Eorrons 
Gone G. Surrn, M.D. B. Bann, M.D 
M.D. 
THE NEW HAMPSHIRE MEDICAL SOCIETY 
PUBLICATION COMMITTEES 
CaRteTon R. Mertcatr, M.D. Henrar H. Anson, M.D 
Warren H. M.D. 
| 
| 
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The purpose of the Expedition was to study 
onchocerciasis, which is produced by one of the 
filariae. The parent-worms lie under the skin 
where they cause nodules to develop and the 
larvae migrate through the skin and sometimes 
through the eyes in great numbers as was shown 
by Strong to occur in Guatemala. 

Onchocerciasis proved to be extremely preva- 
lent in the part of the Katanga Province of the 
Belgian Congo where the Expedition did its 
work, and blindness was very common in the 
same region. 

A causal relationship between onchocerciasis 
and blindness probably exists in Africa but, curi- 
ously enough, it has long been believed that on- 
chocerciasis in Africa was not associated with 
blindness. 

When it appears, the full report of this Ex- 
pedition should be interesting and important. 
The report of the studies made in Guatemala“ 
will be available in the immediate future. 

*Onchocerciasis with Special Reference to the Central Ameri- 
can Form of the Disease. 1934. Harvard- 

Cambridge. In 4 parts. Part I by R. P. Strong; Part II by 
J. H. Part III Joseph C. Bequaert; Part IV 
by Miguel Munoz Ochoa. 


THIS WEEK’S ISSUE 


Contatns articles by the following named au- 
rs: 


Harvey, Saum, C. Ph.B., M.D. Yale Uni- 
versity School of Medicine 1911. F.A.C.S. Pro- 
fessor of Surgery, Yale University School of 
Medicine. Surgeon-in-Chief, New Haven Hos- 
pital and New Haven Dispensary. His subject 
is ‘‘The One-Stage Operation for Resection of 
the Cecum and Proximal Colon.’’ Page 1039. 
Address: 789 Howard Avenue, New Haven, 
Connecticut. 


SHattuck, Georce C. M.D. Harvard Univer- 
sity Medical School 1905. Assistant Professor of 
Tropical Medicine, Harvard Medical School. As 
sistant Visiting Physician, Boston City Hospi- 
tal in charge of the Service for Tropical Dis- 
eases. His subject is ‘‘ Amebiasis in Boston.“ 
Page 1044. Address: Harvard Medical School, 
240 Longwood Avenue, Boston. 


McCuure, CHARLES W. A.B., M.D. Ohio State 
University College of Medicine 1910. Physician, 
Massachusetts Memorial Hospitals. Consultant 
to Evans Memorial Hospital. Junior Visiting 
Physician and Gastroenterologist to Out-Patient 
Department, Boston City Hospital. Assistant 
Professor of Gastroenterology, Boston University 
School of Medicine. Address: 406 Marlborough 
Street, Boston, Massachusetts. Associated with 
him is 

Oscoop, Herman A. M.D. Harvard Univer- 
sity Medical School 1918. Assistant in Medi- 
cine, Boston City Hospital. Instructor in Gas- 


troenterology, Boston University School of Med- 
icine. Address: 144 Commonwealth Avenue, 
Boston, Massachusetts. Their subject is Dis- 
placement of the Liver.“ Page 1045. 


Nissen, II. Arcnipatp. A.B., M.D. Harvard 
University Medical School 1916. Member of 
Staff and Visiting Physician, New England 
Deaconess Hospital. Assistant Physician, Pal- 
mer Memorial Hospital. Former Instructor in 
Medicine, Harvard Medical School. His sub- 
ject is The Continuous Follow-Up Department 
of the Modern Hospital.“ Page 1048. Ad- 
dress: 205 Beacon Street, Boston, Massachu- 
setts. 


Corton, F. J. A.B., A.M., M.D. Harvard 
University Medical School 1894. F.A.C.S. Con- 
sulting Surgeon, Boston City Hospital, Faulk- 
ner Hospital, Newton Hospital, New England 
Hospital for Women and Children, Chelsea 
Memorial Hospital, and Cape Cod Hospital, 
Hyannis. His subject is ‘‘Contribution to Tech- 
nie of Fat Grafts.’’ Page 1051. Address: 520 
Commonwealth Avenue, Boston, Massachusetts. 


Warts, Paut D. M.D., anp Spracue, Howarp 
B., M.D. See page 1033, issue of November 29, 
for records of authors. Their subject is ‘‘Car- 
diovascular Review for 1933.’’ (Continued.) 
Page 1053. 


MISCELLANY 


DR. PHANEUF ADDRESSES THE NEW HAVEN 
MEDICAL ASSOCIATION 


On Wednesday evening, November 21, Dr. Louis 
E. Phaneuf, Professor of Gynecology at Tufts Col- 
lege Medical Schocl, addressed the New Haven Medi- 
cal Association on the Management of Placenta 
Praevia. 


A VICTIM OF AN UNDIAGNOSED DISEASE 


Dr. Charles Armstrong of the Public Health Serv- 
ice is reported to be ill with a febrile disease which 
has not been recognized by his associates in the 
service. In addition to the fever he has an eruption 
that “appears only on the sides of his body”. 

Dr. Armstrong has devoted himself to research 
work in connection with the outbreak of “sleeping 
sickness in St. Louis last year”. In connection with 
his investigation he has previously been the victim 
of psittacosis and of dengue. 


DR. FRED H. ALBEE AGAIN APPEALS 
TO THE COURT 


Dr. Fred H. Albee has filed a suit in the Supreme 
Court to compel the Academy of Medicine of New 
Jersey to reinstate him as a member and to rescind 
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proceedings brought against him last June by the CORRESPONDENCE 

committee on professional standards. — 


This suit is similar to that against the Medical 
Society of the County of New York which resulted 
in a verdict in favor of Dr. Albee. 

The alleged offense of Dr. Albee was undue pub- 
licity in connection with dining-car menus and 
handbills. 

Dr. Albee disclaimed any responsibility for this 
literature. 


MORTALITY RATES 


Telegraphic returns from 86 cities, with a total 
population of thirty-seven millions for the week end- 
ing November 17, indicate a mortality rate of 10.9 as 
against a rate of 11.4 for the corresponding week of 
last year. The highest rate (20.7) appears for 
Utica, N. V., and the lowest (5.2) for Erie, Pa. The 
highest infant mortality rate (17.4) appears for San 
Antonio, Texas, and the lowest for Cambridge, 
Mass., Erie, Pa., Fall River, Mass., South Bend., Ind., 
Trenton, N. J., Waterbury, Conn., and Yonkers, 
N. Y., which reported no infant mortality. 

The annual rate for 86 cities is 11.3 for the forty- 
six weeks of 1934, as against a rate of 10.8 for the 
corresponding period of the previous year. 


or Deatus AND Deatn Rates (ANNUAL 
Basis) From AvToMOBILE AccIDENTs PER 100,000 
Estimatep For 86 Cris For CorRE- 
SPONDING Pertops oF 1934 anp 1933 


Week ending First 46 weeks 
Nov. 17, Nov. 18, 1934 1933 

1934 1933 
Total deaths 222 180 7,584 6,994 
Death rate 30.9 25.1 23.0 21.2 

Deaths due to ac- 

cidents in cities 165 157 5,920 5,506 
Death rate 23.0 21.9 17.9 16.7 


Bureau of the Census. 


NOMINATIONS BY GOVERNOR ELY AND CON- 
FIRMED BY THE COUNCIL 


The following designated physicians have been ap- 
pointed by the Governor and confirmed by the Coun- 
cil: Dr. Ignatius Zielinski of Salem, Medical Exam- 
iner of the Tenth Essex District, to succeed Dr. James 
E. Simpson; Dr. J. Robert Shaughnessy of Salem, 
Associate Medical Examiner, to succeed Dr. Zielin- 
ski; Dr. Robert B. Osgood of Boston (reappointed), 
trustee, Massachusetts Hospital School; Dr. James 
E. Waters of Gardner, Medical Examiner of the Sec- 
ond Worcester District, to succeed Dr. Herbert W. 
Ellam; Dr. Richard M. Smith, a member of the 
Public Health Council, to succeed Dr. Roger I. Lee; 
Dr. A. J. Peter, Newburyport, Medical Examiner of 
the Third Essex District, to succeed Dr. Randolph 
C. Hurd, and Dr. A. Warren Stearns of Billerica, As- 
sociate Commissioner of Mental Diseases. 


NOTE ON THE TREATMENT OF PARONYCHIA 


Editor, New England Journal of Medicine, 

In the Boston Medical and Surgical Journal of 
November 5, 1925 (volume 93, No. 19), I outlined in 
a short article a method for “The Treatment of 
Early Paronychia.” By this method I have been 
able to abort many cases. 

The reasons for the treatment and the disabling 
effects of the condition when prolonged were given. 
Its temporary disabling effects, particularly for the 
surgeon, were stressed. 

Briefly, the treatment consisted of lifting up the 
cuticle from the edge of the nail at the site of the 
paronychia with a sterile skin needle, and making a 
little pocket down to the nail bed on that side. A 
very narrow wick of rubber tissue was then inserted 
into the pocket and wet dressings applied, the pa- 
tient being directed to keep the finger moist and 
warm. This method had been successful in the 
early cases in putting a stop to the process usually 
within forty-eight hours to three days. 

Since this note I have used the method in many 
cases much farther advanced, where there was a 
definite amount of pus, and where the paronychia 
was really a full-blown one. Over a period of years 
many such cases have been treated by this method, 
and I have seldom found it necessary to evulse the 
nail or do the Kanavel operation. I believe that it 
should be tried first in almost every case, and that 
many times a patient may be cured by this simple 
procedure without recourse to nail removal. 

Surgeons, especially, who have had this unpleas- 
ant finger infection which may last three weeks or 
more, may wish to try this themselves, before re- 
course to the procedures which require much more 
time in curing the trouble. 

Wu. Pearce Coves, M.D. 

12 Monmouth Court, Brookline, Mass. 


LIVER THERAPY IN ANEMIA* 


November 27, 1934. 
Editor, New England Journal of Medicine, 

In the Talmud which was written over 1500 years 
ago one can find the following advice given by the 
rabbis of the time: “For anemia have patients eat 
the viscera of creatures.” Prompt and efficient re- 
sults are promised. Incidentally, it is of interest to 
relate that the same rabbis advised to “give honey 
and the like” in fainting and other similar condi- 
tions. What a startling parallelism with up-to-date 
medicine! Liver a specific for anemia, and honey 
(sugar) a specific for hypoglycemia. Innumerable 
other remarkable philosophical observations may be 
found recorded in the Talmud. 

Very truly yours, 
A. TruMpPerR, M.D. 

226 Bell Building, 

Montgomery, Ala. 


*See page 986, issue of November 22, 1934. 
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RECENT DEATHS 


BALOWIN — Herman Trost BALtpwin, M. D., for- 
merly of 96 Middlesex Road, Chestnut Hill (New- 
ton), died in Orlando, Florida, November 25, 1934. 

He was born in Boston, September 11, 1868, the 
son of Jacob and Eleanor Talman (Tileston) Bald- 
win. He prepared for college at the Boston Latin 
School, graduated from Harvard College with the 
class of 1891, and from the Harvard University 
Medical School in 1895. 

He settled in Chestnut Hill in 1897, and for many 
years was a visiting physician at the Newton Hos- 
pital. He joined the Massachusetts Medical Society 
in 1895, and was also a Fellow of the American 
Medical Association. His local medical affiliations 
were with the Brookline Medical Society, and the 
Newton Medical Club. 

Dr. Baldwin is survived by his widow Mrs. Mary 
Elizabeth (Murphy) Baldwin, and two sons, Clark 
T. Baldwin of Chestnut Hill, and John T. Baldwin 
of Brookline. 

Dr. Baldwin had been in poor health for a consid- 
erable time, and had retired from practice. 


PARCHER — Georce CLARENCE Parcuer, M. D., of 
38 Main Street, Saugus, died at the Palmer Memorial 
Hospital, November 29, 1934. He was First Com- 
mander of Saugus Post 210, American Legion. Dr. 
Parcher was born in Saco, Maine, September 13, 
1871. After graduation from Bowdoin College he 
studied medicine at the College of Physicians and 
Surgeons of Baltimore, graduating therefrom in 
1893. He joined the Massachusetts Medical Society 
in 1901 and was also a Fellow of the American Medi- 
cal Association. 

He was a member of William Sutton Lodge of 
Masons, Cliftondale Lodge of Odd Fellows, Saugus 
Lodge of Knights of Pythias and other organizations. 

Dr. Parcher is survived by his widow, Mrs. Ethel 
E. Parcher; two sisters, Mrs. John Emmons of 
Lynn, Mrs. Tristram Jacobs of Saco, Maine, and a 
nephew, William B. Bangs. 


The Massachusetts 3 Medical Suciety 


SECOND ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by the 
Committee: 
Berkshire 
Thursday, December 13, at 4:30 P.M., at the 
House of Mercy Hospital, Pittsfield. Sub- 
ject: Cardiovascular Disease (Second Ses- 
sion). Albert C. England, M.D., George S. 
Reynolds, M.D., Chairmen. 


Bristol North (Attleboro Section) 
Tuesday, December 11, at 4:00 P.M., at the 
Sturdy Memorial Hospital, Attleboro. Sub- 
ject: Nutrition in Health and Disease 


(Third Session). William M. Stobbs, D., 


Chairman. 


Bristol North (Taunton Section) 

Wednesday, December 12, at 7:30 P.M., at the 
Morton Hospital, Taunton. Subject: Car- 
diovascular Disease (Second Session). 
Arthur R. Crandell, M.D., Chairman. 


Bristol South (Fall River Section) 
Monday, December 10, at 4:00 P.M., at the Ste 
vens Clinic of the Union Hospital, Prospect 
Street, Fall River. Subject: Endocrinology 
(Third Session). Eugene A. McCarthy, 
M.D., Sub-Chairman. 
Franklin 
Wednesday, December 12, at 8:00 P.M., at the 
Franklin County Public Hospital, Greenfield. 
Subject: Obstetrics and Gynecology (Sec- 
ond Session). Halbert G. Stetson, M. D., 
Chairman. 


Middlesex South 
Monday, December 10, at 4:30 P.M., at the Cam- 
bridge Hospital, Mt. Auburn Street, Cam- 
bridge. Subject: Cardiovascular Disease 
(Second Session). Charles E. Mongan, 
M.D., Chairman. 


Norfolk South 
Monday, December 10, 8:30 P.M., at the Quincy 
City Hospital, Quincy. Subject: Surgery 
(Second Session). David L. Belding, M.D., 
Chairman. 


Plymouth 
Tuesday, December 11, at 4:00 P.M., at the 
Brockton Hospital, Brockton. Subject: Sur- 
gery (Third Session). Walter H. Pulsifer, 
M.D., Chairman. 


Worcester 
Wednesday, December 19, at 7:30 P.M., in the 
Auditorium of the Nurses’ Home of the Me- 
morial Hospital, Worcester. Subject: Endo- 
crinology (Second Session). Erwin C. Miller, 
M.D., Chairman. 


Worcester North (Ayer Section) 

Thursday, December 13, at 8:00 P.M., at the 
Ayer Community Memorial Hospital, Ayer. 
Subject: Industrial Medicine (Third Ses- 
sion). Frank S. Bulkeley, M.D., Chairman. 


NOTICES 


CLINIC AT THE PETER BENT BRIGHAM 
HOSPITAL 


At 3:30 P.M. on Thursday, December 13, in the 
Amphitheatre of the Peter Bent Brigham Hospital 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
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medical students. These clinics will be repeated on 
Thursdays until May. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. These are open to 
all physicians. 


REMOVAL 


A. ALLISON WiLts, M. D., announces the removal 
of his office from 422 North Main Street, Fall River, 
to 262 Cherry Street, Fall River. Telephone 3753. 


REPORTS AND NOTICES 
OF MEETINGS 


WINTHROP COMMUNITY HOSPITAL 


A meeting of the Winthrop Community Hospital 
was held on Thursday evening, November 22, 1934. 

Following a presentation of cases the speaker of 
the evening, Dr. Paul D. White, Chief of the Cardiac 
Clinic of the Massachusetts General Hospital and 
Assistant Professor of Medicine at the Harvard 
Medical School, gave an address on the “Diagnosis 
and Treatment of Heart Disease in General Prac- 
tice.” Dr. White’s paper consisted of a series of 
questions and answers which included all types of 
heart disease and their treatment. These questions 
and answers were similar to those which are con- 
tained in a new book which he has just written. 
They proved to be a very instructive method of 


Jacos J. Aprams, M. D., Secretary. 


THE WILLIAM HARVEY SOCIETY 


The November meeting of the William Harvey 
Society was held in the auditorium of the Beth 
Israel Hospital on November 8, 1934. The guest 
speaker was Foster Kennedy, M.D., of the Cornell 
Medical School, who took for his subject “The Bio- 
Psychic Approach to Diseases of the Mind, Its De- 
pendence on Neurology, and General Medicine.” 
After a brief introduction by Dr. Stearns, Dr. Ken- 
nedy began his talk by pointing out that there has 
been a change recently to a search for the causes of 
neurological conditions from the older attitude of 
merely classifying these diseases. 

He stressed the importance of mastering the nor- 
mal and believes that there should be “more phys- 
iology in the wards and more humanity in the lab- 
oratory”. He made a plea for the studying of more 
normal medical physiology and anatomy, especially 
for those who intend to go into psychiatry. The 
réle of infection in neurology is a very important one. 
Diseased teeth, carbuncles of the neck, chronic lead 
poisoning, and even a Bartholin cyst may cause 
definite neurological disorders. Likewise nutritional 
disturbances may lead to neural degeneration. In- 
curable pain is definitely related to neurology and 
can often only be relieved by cordotomy. 


Some psychoses are the outcome of infections, a 
common example being the delirium of fever. Certain 
other psychoses, as paranoia, are not given an or- 
ganic disease basis. We must remember, however, 
that, although the pathologist may find no change 
there may still be one. This is all the more likely 
because we are just beginning to understand the 
pathology of the brain. Dr. Kennedy believes that 
it is necessary to adduce the etiology of mental dis- 
eases through definite pathological channels. The 
cortex is often said to act as a whole by physiol- 
ogists, but as to whether a man feels or thinks as 
a whole may be questioned, even though his individ- 
ual actions are the resultant of many forces. 

The psychoanalyst sees only with one eye, and 
he feels that he and he only is a psychiatrist. He 
believes that no one else has a right to ideas con- 
cerning human actions in terms other than his. Dr. 
Kennedy believes that Freud has demonstrated that 
there is a phylogeny of race and that the child is a 
savage. The analysis of behavior is a compensation 
against the cellular theory of the past. We must 
not forget the facts of the fever psychoses and that 
there are great individual variations in the way peo- 
ple react to certain stimuli. 

There is some evidence in the animal kingdom 
for the inheritance of acquired characteristics, but 
our nervous system is so complex that we cannot 
see the effects of learning from generation to gen- 
eration, because those of us who are interested 
enough to observe do not live sufficiently long. In 
closing Dr. Kennedy pointed out that, although the 
last war showed a large number of psychoneuroses, 
there was no increase in the number of psychoses 
per unit of population. He believes that the pres- 
sure of hunger and the strain of war definitely af- 
fect the organism, and that experiences such as 
were encountered in the war definitely lowered the 
threshhold for mental disorder. A biopsychic ap- 
proach to the study of mental diseases is necessary. 


Dr. Macfie Campbell of the Harvard Medical School 
briefly discussed Dr. Kennedy’s paper. He agreed 
entirely with the importance of neurology and with 
the remarks of Dr. Kennedy regarding medical ed- 
ucation. There is a definite movement to join 
neurology and psychiatry in the training for either 
specialty, so that henceforth anyone desiring a spe- 
cial qualification in either of these fields must have 
studied in both of them. The student of medicine 
must not become too much of a laboratory scientist 
in his first two years of medical training, because the 
human being cannot be treated as a guinea pig. We 
shall fail to understand the individual symptoms un- 
less we realize that the patient is a total human 
being, not only a complex organism, that he pos- 
sesses a personality with a need of self-expression, 
with internal conflicts, and with a feeling of respon- 
sibility and value in the world. This is the patient 
with whom we must deal. We must not only study 
the more complex functions, usually referred to as 
psychology, in order to understand fully the actions 
and reactions of the individual patient, but must also 
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search for any evidence of toxic or structural dam- 
age to the central nervous system. There is no 
fixed formula and we cannot say that all mental dis- 
eases are due to toxins or to neurological abnor- 
malities. 


BOSTON MEDICAL HISTORY CLUB 


A meeting of the Boston Medical History Club 
was held November 19, at the Boston Medical Li- 
brary. A medical historical pageant was presented 
for the fourth successive year by students of the 
Tufts College Medical School under the direction of 
Professor B. Spector. 

The first series represented women in medicine. 
A Chinese woman (Shizue H. Komu) of 2697 B.C. 
and a Japanese woman (E. Hideko Omori) of 96 
B.C. were represented in a discussion of the rela- 
tive aspects of medicine in their respective coun- 
tries. The interesting Chinese methods of diagnosis 
by means of the pulse and treatment by the imser- 
tion of hot and cold needles in different parts of the 
body were explained. Early Japanese methods of 
treatment were in the form of prayers, incantations, 
and cauterizations, but medical progress in Japan 
has been great and the names of Shiga, Kitasato, 
and Noguchi were mentioned as among those having 
made contributions to modern medicine. 

Sainte Hildegarde (Grace E. Gillis), 1099-1179, 
represented the age in which monasticism exerted 
a powerful influence over the medical art. At this 
time hospitals tended to be located around the 
convents. 

Louise Bourgeois (Elizabeth C. Pynchon), 1564- 
1605, was midwife to the Queen of France and wrote 
the first book on midwifery by a woman. Marie 
Boivin (Beryl M. Moore), 1773-1841, wrote a book 
concerning the pregnant woman, and recommended 
strict cleanliness in obstetrics. She invented a 
pelvimeter and improved the speculum. 

A discussion as to the relative merits of the mid- 
wife and the surgeon in obstetrics was carried on 
between a woman of the Eighteenth Century 
(Elinor B. Harvey) and Elizabeth Nihell (Mildred 
M. Adell). The opinion was expressed that, in a 
century or two, men would probably combine the 
arts of midwifery and surgery, but Elizabeth Nihell 
predicted that if that occurred the pendulum would 
again swing back to midwifery. 

The next series presented a résumé of important 
contributions in the history of circulation. Galen 
(J. J. Kelleher), A.D. 130-200, believed that chyle 
from the intestines was changed to blood by the 
liver and passed through the right ventricle to the 
lungs. He then visualized that the blood by an 
“ebb and flow” action returned to the right ventricle, 
and seeped through to the left ventricle by means of 
small pores in the interventricular septum. Servetus 
(R. F. Bellew), 1509-1553, could not reconcile this 
view with the presence of the cardiac valves, and 
argued that logically the blood should travel to the 
left ventricle from the right ventricle through the 


lungs by means of the pulmonary arteries and veins. 
Fabricius (C. M. Butters), 1537-1619, discovered the 
valves in the veins, but did not realize their true 
function. It remained for Harvey (J. A. Fabro), 
1578-1657, to reason out the true situation and to 
present his conception of the circulation of the 
blood. Later Malpighi (M. Botvin), 1628-1694, ac- 
tually saw circulation in the lung and mesentery of 
the frog under the microscope and thus gave proof 
to Harvey’s contentions. 

The third series portrayed contributions in the 
history of respiration. Boyle (G. A. Bourgeois), 
1627-1691, demonstrated that air was a “weighty 
substance of a springy nature,” and proved that it 
was necessary to support animal life. He conceived 
respiration as ventilation of the blood. Mayow 
(L. J. Duest), 1643-1679, showed that the dark color 
of venous blood changed to the bright red color of 
arterial blood by means of the absorption of a por- 
tion of the air. Priestly (C. L. Ingwell), 1733-1804, 
came close to the truth when he found that dark 
blood became bright when exposed to air through an 
animal membrane, but Lavoisier (C. C. Montano), 
1743-1794, completed the picture by his discovery of 
oxygen and the finding that it supported combus- 
tion and life more vigorously than ordinary air. 

Following the presentation, classical texts of the 
characters portrayed in the pageant were exhibited 
by Mr. James F. Ballard, director of the Boston 
Medical Library. 


THE CLINICAL MEETING OF THE MASSACHU- 
SETTS GENERAL HOSPITAL 


The November clinical meeting of the Massachu- 
setts General Hospital was held on November 15, 1934, 
in the Moseley Building. After the meeting had been 
called to order by Dr. Allen, Dr. Snyder presented the 
case of a forty-three year old man, who entered the 
hospital fifteen days ago with a swelling in his right 
popliteal space. Three years ago he had strained 
his right knee and it had been swollen for three 
days. A year ago a similar accident occurred. Three 
weeks before entry he noticed slight discomfort and 
a swelling behind his right knee. On entry there 
was a pulsating tumor, measuring ten by twelve 
centimeters, found in the right popliteal space. The 
skin was discolored over it, both extremities were 
warm, and the skin temperature was normal. His 
Wassermann was negative and his general condi- 
tion good. A flat plate showed a soft tissue mass 
with small areas of calcification. X-ray examination, 
after the injection of twenty cubic centimeters of 
thorium dioxide solution into the femoral artery, 
showed a well-established collateral circulation 
around the mass. A diagnosis of aneurysm was 
made, and Dr. Allen operated. He found a fusiforin 
aneurysm filled with clot. The artery entering and 
leaving this mass was ligated and the mass removed. 
The collateral circulation proved to be sufficient 
postoperatively. Dr. Allen discussed this case and 
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said that he found « ruptured aneurysm with a large 
false sac outside of the normal one. The clot was 
fully organized. He said that, although thorium 
dioxide had been used elsewhere before, this was 
the first instance of arteriography in this hospital. 

The second case was presented by Dr. Smith-Peter- 
sen. A thirty-two year old white, single school- 
teacher entered with a history of two years’ duration 
of slowly progressing hoarseness. There had been 
intermittent spells of coughing for one and a half 
years. A prominence above the left clavicle was 
noticed one year ago, and for the past ten months 
there was a sharp pain from the shoulder to the el- 
bow when the mass was pressed upon. For the past 
few weeks there had been some dysphagia and re- 
gurgitation. Physical examination disclosed a pul- 
sating fullness in the left supraclavicular region. 
There was no difference in the blood pressure on the 
two sides. A neurological and laryngoscopic exam- 
ination was negative. By x-ray there was a con- 
genital anomaly of the left first rib. Dr. Smithwick 
discussed this case and said that the symptoms were 
caused by a stretching of the brachial plexus and 
the great vessels over the first rib. There was some 
question as to whether this was a cervical rib or an 
anatomical anomaly of the first rib. He said that re- 
lief of symptoms in these cases quickly follows the 
division of the scalenus anticus muscle close to its 
attachment to the rib. There may be a great variety 
of symptoms in these cases, and it is important to 
remember the possibility of other anomalies being 
present when operating. Dr. Smith-Petersen said 
that the reason that symptoms usually do not appear 
until the patient reaches middle age is due to the 
changes of relation between the soft parts and the 
bones, in size of the intervertebral discs, and pos- 
ture as the patient grows older. 

Dr. Richard H. Miller gave an instructive talk on 
“The Modern Conception and Treatment of Osteo- 
myelitis.” From 1923-1932 inclusive there were 1046 
cases of osteomyelitis at the Massachusetts General 
Hospital, an average of two a week. The record at 
the Boston City Hospital is comparable. The fre- 
quency of this condition represents a tremendous 
economic loss. 

In the cases of the Massachusetts General Hos- 
pital the femur was most commonly involved, and 
the tibia came next. The mortality was only 4.1 per 
cent in all cases, but was thirty-three per cent in 
osteomyelitis of the innominate bones. Others have 
found the tibia to be most frequently involved, es- 
pecially the upper portion of it near the knee joint. 
Brodie’s abscess likewise is more common in the 
tibia. 

Osteomyelitis is an acute blood-borne infection and 
is secondary to some focus elsewhere in the body. 
There is a peculiar circulation at the end of the 
bone which accounts for the infection becoming lo- 
calized in the metaphysis. The branches of the 
nutrient artery run up toward the epiphyseal line. 
Other arteries enter the periosteum and supply the 
cortex, while still others pierce the capsule to sup- 


ply the epiphysis. No blood vessel traverses the 
epiphysis and the terminal venules in the metaph- 
ysis form closed loops. The bacteria circulating 
in the blood stream are allowed to stop in this slug- 
gish flow. When pus is formed it goes along the 
epiphyseal line to the surface and burrows along 
beneath the periosteum; thus elevating it and de- 
stroying the arteries which supply the cortex; and 
so stopping the circulation and killing that portion 
of the bone. The amount of bone destruction varies 
considerably and early effective treatment will great- 
ly diminish it. If the epiphyseal line lies within the 
capsule of the joint, as it does in the femur, the 
joint also becomes infected. 

Dr. Miller illustrated his points with lantern slides 
and x-rays. He said that the cause of many chronic 
cases lies in the fact that x-rays are negative for 
from ten days to two weeks after the infection starts, 
and that doctors too often let these cases alone until 
the x-rays become positive. Before the elevated 
periosteum is visible, calcium must be deposited in it. 

Dr. Miller announced the opening of the osteo- 
myelitis clinic which is now meeting once a week 
with a visit throughout the hospital and has a con- 
sultation service for any doubtful cases. He summed 
up his views by saying that the diagnosis must be 
made early on signs and symptoms alone without 
the help of the x-ray; that the suspected area of bone 
should be trephined immediately; that we must avoid 
damage to the periosteum and medulla as much as 
possible; and that conservative drainage should be 
instituted. A high fever and tenderness over the 
end of a long bone are sufficient reasons to operate 
immediately without even taking an x-ray, an at- 
tempt being made to locate pus which can usually 
be found within forty-eight hours after the onset of 
symptoms. The real problem is to educate the laity 
and the general medical man to this point of view. 

Dr. Smith-Petersen continued the discussion from 
the standpoint of treatment, especially in chronic 
cases. He has developed a new method for irrigat- 
ing and draining chronic osteomyelitic cases. He 
has successfully cured two such patients. After 
saucerizing the bone, he inserts two glass cannulae 
into the wound, one as an inlet and one as an out- 
let. The wound is sutured around these, and, after 
about two Weeks of irrigation with Dakin’s solution, 
they are removed leaving two small sinuses which 
quickly heal. One of his cases was that of a thirteen 
year old boy who had a pain in his lower leg two 
years ago, accompanied by redness. The boy was 
operated upon, a sinus formed, and the disease be- 
came chronic. Dr. Smith-Petersen inserted two can- 
nulae and irrigated the septic bone for two weeks, 
after which the cannulae were removed and the 
wound healed. The boy is now two months post- 
operative and shows no signs by x-ray of activity in 
his fibula. While this treatment is in its infancy, 
Dr. Smith-Petersen has demonstrated its complete 
success in the two cases reported, and he sees no 
reason why the same treatment should not be ap- 
plied to cases of acute osteomyelitis. 
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In the discussion which followed, Dr. Miller said 
that the maggot treatment of this disease was diffi- 
cult because it was practically impossible to sterilize 
the maggots, and the difficulties outweighed the 
advantages. Dr. Lanman of the Children’s Hospital 
agreed with Dr. Miller on the question of maggots, 
but pointed out that in young patients who are suf- 
fering from an overwhelming systemic infection of 
which the bone condition is only a part, the generai 
manifestations must be treated first. In infants the 
mortality is definitely greater if too radical treat- 
ment is instituted and in this age group the pus fre- 
quently forms a spontaneous vent through the 
periosteum. 

Dr. Miller in answer to a question regarding the 
treatment of flat bones involved in this disease said 
that in the only two cases which he has had he 
used an incision along the crest of the ilium and 
instituted drainage. Dr. Smith-Petersen said that 
only the anterior and posterior third of the innom- 
inate bones can be involved and this can be located 
by putting the proper muscles under tension, and 
he would be tempted to use his cannulae here. 

Dr. Miller discussed the well-known Orr method 
of treatment in which the cavity is packed with 
vaseline gauze and the limb is put up in a plaster 
cast, and not dressed for some weeks. The idea be- 
“hind this treatment is that a bacteriophage is formed 
in the wound around the packing, but the dressing 
gets very foul and he does not like to use this 
treatment, although it may be of some use in chil- 
dren, if the dressings are very painful. Dr. Smith- 
Petersen said that actually no _ bacteriophage 
is formed but that certain salts may be deposited 
by the bacteria which exert a beneficial effect. In 
many cases definite harm has been done by this 
treatment. Dr. Lanman said that at the Chil- 
dren’s Hospital the wounds are packed lightly and 
dressed infrequently, and that avertin is used to 
make the dressings painless for the first few times, 
after which they can be done without pain. 

Dr. Smith-Petersen closed by saying that he 
hoped to be able to use the cannulae in acute cases, 
and in this condition he would also close the wound 
tightly. In Europe cod liver oil has recently been 
used on the saucerized bone and the wound closed. 
Perhaps the same salts are present as are developed 
in the Orr treatment. At least this method has met 
with some success in foreign countries. 


LECTURE ON THE PERSONALITY 
OF THE PHYSICIAN 


Dr. Joseph H. Pratt of Boston delivered the first 
of two lectures on “The Care of the Patient” on 
November 15, 1934, at the Harvard Medical School. 
Dr. Pratt, during the course of his lecture, related 
many interesting anecdotes concerning some of the 
eminent physicians of Boston. He stressed the im- 
portance of studying the complete personality of a 
sick patient, and pointed out the importance of un- 
derstanding both the external and internal forces 


that may be disturbing the individual. The original 
meaning of the word “cure” was “care”; so that the 
cure of a patient fundamentally means caring for 
him. It is important to remove any worries or dis- 
turbing external influences, in order to treat ade- 
quately the ill patient. 

It is often necessary to treat the family, and in 
this regard it must be remembered that the environ- 
ment of one who is sick is one of the most potent 
factors in determining his progress. The true suc- 
cess of a physician depends a great deal upon his 
personality and character. Dr. Pratt closed his lec- 
ture by advising all physicians and students of 
medicine to read the lives and study the writings of 
the medical worthies of Boston who have made the 
Harvard Medical School great. Among these he 
mentioned five of the famous Boston medical fam- 
ilies: the Warrens, the Jacksons, the Bowditchs, 
the Bigelows, and the Shattucks. 


SOUTH END MEDICAL CLUB 
The next regular meeting of the South End Medi- 
cal Club will be held at the Headquarters of the 
Boston Tuberculosis Association, 554 Columbus Ave- 
nue, Boston, on Tuesday, December 18, 1934, at 12 


noon. The speaker will be Winfred Overholser, 
M.D., Commissioner of Mental Diseases, State 
House, Boston, and his subject will be: “The Ac- 


tivities of the Department of Mental Diseases.” All 
physicians are cordially invited to attend both lec- 
ture and luncheon. 


WILLIAM HARVEY SOCIETY 
The next meeting of the William Harvey Society 
will be held Friday, December 14, in the Auditorium 
of the Beth Israel Hospital, Boston, at 8:00 P.M. 


PROGRAM 

Speaker: Dr. Fuller Albright, Massachusetts Gen- 
eral Hospital. 

Subject: “Parathyroid Disease.” 

Discussion: Dr. Walter Bauer and Dr. Edward D. 
Churchill, Massachusetts General Hospital. 

Chairman: Dr. Harold E. MacMahon, Professor of 
Pathology and Bacteriology, Tufts College Medical 
School. 

Dr. Albright is a graduate of the Harvard Medical 
School and Assistant Physician, Massachusetts Gen- 
eral Hospital. 


THE BOSTON CITY HOSPITAL HOUSE 
OFFICERS’ ASSOCIATION 

At a meeting of the House Officers’ Association 
of the Boston City Hospital, to be held on Wednes- 
day, December 12, in the Thorndike Memorial Am- 
phitheatre, at 7:30 P.M., the speakers will be: 

Dr. Donald Munro on “Spinal Injuries and Their 
Treatment.” 

Dr. Gilbert Horrax on “Certain Aspects in the 
Diagnosis and Treatment of Brain Tumors.” 

Roger S. M. D., Secretary. 
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ALPHA OMEGA ALPHA, HARVARD CHAPTER 


Alpha Omega Alpha iuitiation banquet, University 
Club, Boston, on December 13, at 7 P.M. Dr. Thomas 
Rivers of the Rockefeller Institute will be the 
speaker. All members of Alpha Omega Alpha who 
wish to attend are requested to communicate with 
the Secretary-Treasurer, 204 Vanderbilt Hall, Long- 
wood Avenue, Boston. $3.00. 

J. C. Snyper, Secretary-Treasurer. 


MASSACHUSETTS PSYCHIATRIC SOCIETY 


The next meeting of the Massachusetts Psychiatric 
Society will be held on December 14 at the Boston 
Psychopathic Hospital at eight o’clock. 

The presentation will be “Experimental Studies of 
the Heart Rate,” subdivided as follows: 

(1) “Procedure and Observations in Emotional 
States,” by Dr. M. Ralph Kaufman. 

(2) “Heart Rate in Sleep,” by Dr. Jackson M. 
Thomas. 

(3) “Sentiment and Physiological Processes,” by 
Dr. J. C. Whitehorn. 

Oscan J. Raeper, M. D., Secretary. 


HARVARD MEDICAL SOCIETY 
The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance) Tuesday 
evening, December 11, at 8:15 P.M. 


PROGRAM 

Presentation of Cases. 

The Development in the Treatment of Pulmonary 
Tuberculosis. from 1696 to the Present Time. By 
Dr. Gerardo M. Balboni. 

Demonstration: The Library May Afford a Certain 
Amount of Entertainment. By Dr. Reginald Fitz. 

MARSHALL N. Futon, M. D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


The next meeting of Worcester District Medical 
Society will be held at St. Vincent Hospital, Wor- 
cester, on Wednesday evening, December 12. Din- 
ner will be served in the Main Hospital at 6:00 P.M. 
A business session and scientific program are 
scheduled for 7:00 o’clock in the Nurses’ Home. 


1. Excretory Urography. Dr. A. E. O’Connell. 

2. Cancer of the Larynx. Dr. William E. Murphy. 

3. Our Medical Society. New Trails. Dr. Wil- 
liam F. Lynch. 

4. Spontaneous Subarachnoid Hemorrhage. Dr. 
M. M. Jordan. 


5. Hyperinsulinism with Report of a Case. Dr. | Bari 


E. L. Richmond. 


The first meeting for organization of the Worces- 
ter Medical Library, Inc., will be held on Wednes- 
day, December 12, at 5:00 P.M., at St. Vincent 
Hospital, Worcester. 


The fifth and last postgraduate meeting this fall 
will be held at Memorial Hospital, Worcester, 
Wednesday evening, December 19, at 7:30 P.M. Dr. 
Joseph C. Aub and Dr. Frank N. Allan will speak on 
Endocrinology. 

Erwin C. Mrtter, M. D., Secretary. 


FOREST HILLS GENERAL HOSPITAL 
Starr MEETING 
The regular staff meeting of the Forest Hills Gen- 
eral Hospital will be held at 8 o’clock, Monday eve- 
ning, December 10, at the Nurses’ Home, for the 
purpose of election of officers. 
Atonzo J. SHapMAN, Superintendent. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 
CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, DECEMBER 10, 1934 
» December 11— 
72: 30-4 P.M. Ward visit (Pediatrics). Massachusetts 
Eye firmary. 


and Ear In 
74-5 P.M. Seminar (Pediatrics). Massachusetts Gen- 
eral Hospital. ** Pediatric Laboratory. 


*5 P.M. Dunham Lecture. Harvard Medical School. 
‘Amphitheatre —Building C. Professor Friedemann. 


8:15 
Wednesday, December 12— 


7:30 P.M. Boston City Hospital, House Officers’ 
Association. 
Thursday, December 13— 
12 N. Cli Conference. Massachu- 


nico-Pathological 
setts General Hospital. Pa 
112 N. — Conference. Children’s 
Hospital Amphithea 


3:30 P. — Medical — Dr. Christlan. Peter Bent 
Hospital 


Amphitheatre. 
cal Clinic. Peter Bent Brigham Hos- 
Amphitheatre. 


8 P.M. — Psychiatric Society. 


„December 15— 
*10-12. Medical Staff rounds. Dr. Christian. Peter 
Bent Brigham Hospital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


6, 11—The Edward 
Concerning — 
Diseases“: Thursday mber 6 
drugs and toxins in the animal body” nued). 
day, December “Th enesis diphtheria.” 
At 5 o'clock at th rva School, Amphithe- 
atre, Building C, by i rich 1 M. D., form 
Professor at the University of Berlin and Director "of the 
Division of Infectious Diseases, Virchow Krankenhaus. 
December 6—Faulkner Hospital Clinical Meeting will 
be held at 5 P.M. 
-8—Annual Conference of the National 
of Blindness. See page 


ciety f the Preven 
issue of October 18. 
mber 7 and Sou of the Ameri- 
can Urological Associa will meet at the Biltmore 
f address Dr. 


cember 10—Forest Hills General — Staff 
— See notice elsewhere on this page 


December 11— Harvard Medical See notice else - 
where on this page. 
MASSACHUSETTS DIETETIC ASSOCIATION 


December 11—Tuesday, 8 P.M. Food A Dr. 


(Frank N. Allan, Department of Medicine, Lahey 


— 
edical Society. Peter Bent 
™ 
14:30 P. 
pital 
7 P.M. Alpha Cue Alpha, Harvard Chapter, in- 
itiation banquet, University Club, Boston. 
Friday, December 14— 
8 P.M. William 3 55 Beth Israel Hos- 
PROGRAM 
Floyd, Secretary, Atlanta Biltmore Hotel, Atlanta, 
inic. 
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Janua Tuesday, 8 P.M. “Careers and Natural March 13, 1935—Wednesday eve Memorial 
Abilities,” Professor 5 O'Connor, Human Engi- 3 orcester, Mass. 6:30 . 123. * 
neering Laboratory, Stevens Institute of Technology. 7:30 P. M.: Scientific program and business session 
Hoboken, N. J. sub — and be presented 
pf 12 “Diabetic Children,” a et supper complimen y 
— *. peti wt 10, 1935— Wednesda ing. Worcester Hahne- 
‘ y even er 
12_Tuesday, Medicine, mann, Hospital, Worcester, Mass. ¢:30 P.M.: Dinner. 
Harvard University Medical PBchool, Associa te Physician, | — progra armen — 
nouncement of subjects and s kers to rese 2 
Children’s Hospita tal. at a later date. Dinner complimentary, by the ospital. 


March 19—Tuesday, 2 P.M. Field Trip: Visit Store- 
„First Natio Stores. 
April 8 P.M. “Small Hospital Problems,” 
28 Copeland, Superintendent, Free Hospital 
Women. 
12 New 


will meet at the Boston C 


December 12—New England Obstetrical and Gynecologi- 
cal Society will meet at the University Club, Boston. 
December 12—The Boston City Hospital, House Officers’ 
Association. See page 1073. 
December 13—Clintc at the Peter Bent Brigham Hos- 
pital. See page 1 
December 3—Alpha Omega Alpha, Harvard Chapter. 
See page 1074. 
1 14— Massachusetts Psychiatric Society. See 
page 
December 14—William Harvey Society. See page 1073. 
December 18—South End Medical Club. See page 1073. 
Abril 29 Ma 1935—Th 1 — ¢ of Physi- 
Will Philadelphia. 1 — 
E. R. Loveland, Executive South 
36th Street, Philadelphia, Pa. 
June, 1935—Medical Library Assoc Association will meet in 
Rochester, N. . tails address the Secre 
N. A. Whitman, Librarian, Harvard Uni- 
versity Schools of Medicine and Public Health, Boston, 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 
The Semi-Annual Meeting will be held in January and 
the Annual Meeting in May, time, place and subject to be 


E. S. BAGNALL, M. D., Secretary. 
* MEDICAL SOCIETY 
the second Tuesday 
January. March, ans at the Weldon Hotel, Green- 
CHARLES MO M.D., x 
LINE, Secretary. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


January 1936— Melrose. 
May's 1 
8, ‘Winchester. 


K. L. MACLACHLAN, M. D., Secretary. 
1 Bellevue Street, Melrose. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


March—Plymouth Count ty Hospital. 
Aprili—Lakeville Sanatorium. 
SUFFOLK DISTRICT — 1 SOCIETY 
the Boston Medical Library. — and subject 
announced later 


The medical fession is cordially invited to attend 
all of these m 1— 

ROBERT L. De NORMAND M. D., President. 


GEO REYNOLDS, Secretary. 


2 — M. D., 
WORCESTER DISTRICT MEDICAL SOCIETY 


December 12—Wednesday e age ne. St. Vincent Hos- 
pital, Worcester, Mass. See page 1074. 


— 9, Wed even 
Hospital Worcester, Mass. 6:30 P.M.: Buffet supper 
7:30 P.M.: we program and — session. An- 
nouncement — abjecte and speakers to be presented 
at a later P+ te. uffet supper — 2, by the 
Hospital. 

Fe 13, 19385—-Wednesday even Worcester State 
Hospital, Worcester, Mass. 6: 22 er. E 
Scientific program 


Announcemen 
ented at a later date. 


May 8, 1935—Wednesday afternoon and e 
nual of the Worcester Distriet Medical Bociety, 
The time and place of this meeting will be announced 


later. 
ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 
— 


BOOKS RECEIVED FOR REVIEW 


Practical Obstetrics for Students and Practition- 
ers. By P. Brooke Bland and Thaddeus L. Mont- 
gomery. Second Edition. 730 pp. Philadelphia: 
F. A. Davis Company. $8.00. 

Institutional Care of Mental Patients in the United 
States. By John Maurice Grimes. 138 pp. Chicago: 
Published by the author. $3.00. 

Sex-Hygiene. What to Teach and How to Teach It. 
By Alfred Worcester. 129 pp. Baltimore and Spring- 
field: Charles C. Thomas. $2.50. 

Healthy Babies Are Happy Babies. A Complete 
Handbook for Modern Mothers. By Josephine Hem- 
enway Kenyon. 321 pp. Boston: Little, Brown & 
Company. $1.50. 

Cataract. its Etiology and Treatment. By Clyde 
— Clapp. 254 pp. Philadelphia: Lea & Febiger. 

00. 

Rules for Recovery from Pulmonary Tuberculosis. 


of| A Layman’s Handbook of Treatment. By Lawrason 


Brown. Sixth Edition, thoroughly revised. 275 pp. 
Philadelphia: Lea & Febiger. $1.75. 

Dynamics of Population. Social and Biological 
Significance of Changing Birth Rates in the United 
States. By Frank Lorimer and Frederick Osborn. 
460 pp. New York: The Macmillan Company. $4.00. 

Tumors of the Female Pelvic Organs. By Joe Vin- 
cent Meigs, with a foreword by Robert B. Greenough. 
261 illustrations. 533 pp. New York: The Macmillan 
Company. $6.00. 

The Patient and the Weather. By William F. 
Petersen and Margaret E. Milliken. Volume III. 
Mental and Nervous Diseases. 375 pp. Michigan: 
Edwards Brothers, Inc. $5.00. 


BOOK REVIEWS 


Les Traitements de l'Hypertenslon Artérielle. Par 
Maurice Roch. 148 pp. Paris: Masson et Cie. 
20 fr. 

This book contains thirteen chapters and Conclu- 
sions. The use of hydrotherapy is considered in fair 
detail in functional and diseased conditions of the 


City 
vascular tree. The contraindications are emphasized 


with very commendable thoroughness. 

As usual the reviewer is left with the query: Are 
Europeans too enthusiastic over hydrotherapy and 
are Americans inclined backward in understanding 
and usage in certain disease syndromes? 


DISTRICT MEDICAL SOCIETIES 

March 27, 1935—Clinical Meeting at the Boston Lying -in 

Hospital. 

— g 
of subjec nd sp ers to b Dr 
Dinner complimentary by the Hosp . 
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Chinese Medicine. By William R. Morse. 185 pp. 
New York: Paul B. Hoeber, Inc. $1.50. 


The reader of this primer of 168 pages must be 
prepared for more than diversion. He must, in the 
first fifty pages, delve into the abstractions of 
philosophy and religion, for Chinese medical prin- 
ciples and practices are based on the ethical prin- 
ciples involved in the theory of cosmogony. The 
universe is based on an orderly cosmos which has 
a sexual dualism expressed by the Yang and the 
Yin. According to a Chinese proverb, “Man is 
heaven and earth in miniature” and therefore, the 
laws of health are the same as those which guide 
the stars. This is in accord with the advice at- 
tributed to Hippocrates, “No one should trust his 
health and life to one who is not versed in astron- 
omy.” The problem confronting the Chinese physi- 
cian has been the equalization of the Yang and Yin 
principles, the maintenance of the balance between 
heaven and earth, good and bad, odd and even, the 
strong pulse and the feeble pulse and so forth 
through all materials and relationships of life. This 
intricate balance he attempts to stabilize by the use 
of an endless number of drugs and herbs, each with 
its own complex properties, and by the use of 
acupuncture. 

There are more easily read chapters on Chinese 
anatomy, physiology, the use made of the pulse, 
materia medica, the practice of needling and de- 
scriptions and personal observations of Chinese prac- 
titioners. The object of the curious anu, for the 
patient, perilous practice of thrusting long needles 
into the body at definite points, is not for the release 
of evil spirits but for the piercing of hypothetical 
channels, the flux of which, between different organs, 
profoundly affects the functions of the body. 

The author makes a serious attempt to under- 
stand and appraise Chinese medivine: which, he says, 
is vitalistic, while ours is materialistic. It began 
about 3000 B.C. and up to about 1000 A.D., it evolved 
a high standard of practice relative to that age. 
Since then, it has remained static. Being a philoso- 
phy, it is untouched by modern science. Chinese 
medical procedures are only of academic interest 
to the medical historian; they are of no actual value 
unless as suggestive and psychological therapeutics. 
The outstanding exception of ephedrine is not men- 
tioned by the author. 

The book is well written and, except for the bind- 
ing, well made. Illustrations consist of reproductions 
of ancient portraits and charts. The account would 
be more valuable if brought down to the present, for 
in China is presented the rare opportunity of seeing 
a thousand-year-old system in active competition 
with modern medicine. In the mutual adaptations 
and compromises of the two systems, medical history 
for a large sector of the human race is in the mak- 
ing. The chapters are interlarded with pithy Chi- 
nese proverbs, such as the following: 

“To be a calligraphist requires the wasting of 
paper; to be a good doctor requires the sacrificing 
of lives.” 


Clio Medica. Edited by E. B. Krumbhaar. XIV. 
Medicine in Persia. By Cyril Elgood. 105 pp. 
New York: Paul B. Hoeber, Inc. $1.50. 


Persian medicine is almost entirely Arabian medi- 
cine. Before the Muslem period there was a vague, 
religious type of physic, dominated by Zoroaster. 
After the battle of Nihawand in 642 A.D., Persia 
became Arabian and the great schools at Baghdad 
and Jundi Shapur took on a new significance. The 
Arabian fell avidly upon the Greek manuscripts, 
a college of translators was formed and, with a uni- 
versal language, three great elinicians developed: 
Rhazes, Haly Abbas and Avicenna. The story of this 
great period is well, but briefly, told in this small 
book, a worthy addition to the Clio Medica series. 


A Textbook of Bacteriology. With a Section on 
Pathogenic Protozoa. By Hans Zinsser and Stan- 
hope Bayne-Jones. Seventh Edition. 1226 pp. New 
York: D. Appleton-Century Company. $8.00. 


This is a thorough revision of a book that has been 
accepted as a standard work for many years. Dr. 
Bayne-Jones, Professor of Bacteriology at Yale Uni- 
versity Medical School, is the co-author. The book, 
as a whole, has been considerably rearranged. The 
introductory section dealing with the general biology 
of bacteria has been extensively rewritten and en- 
larged and the chapters dealing with technical 
methods have been placed in a separate section at 
the end of the book. The rickettsial diseases and 
those produced by spirochetes have been placed in 
separate sections and that devoted to the bacteria 
in air, soil, water and milk, which appeared in pre- 
vious editions, has been dropped. All references 
have been relocated at the end of each chapter. 


The chapters dealing with bacterial metabolism, 
effects of chemical agents on bacteria, variability of 
bacteria and rickettsial diseases are excellent. To 
the reviewer it seems that more detailed information 
might be given in the chapter devoted to the para- 
typhoid group of bacilli, particularly in reference 
to the differentiation of members of this very large 
group of antigenically related organisms. Further- 
more, although the reviewer acknowledges that a 
lucid correlation between the botanical and medical 
aspects of mycology is practically impossible, he 
does feel that the introductory chapter of the section 
on mycology might be limited to a broader and 
clearer consideration of the botanical classification 
of the higher bacteria and fungi. The type fonts 
of chapter headings and subheadings and arrange- 
ment of topics are occasionally inconsistent and, 
hence, confusing. 

The popularity of previous editions has proved the 
value of the book as a textbook and as a book of 
reference. In its present form, it undoubtedly ful- 
fills the expressed wish of the authors to provide a 
book which is “useful”—one might add invaluable— 
“to physicians and to all those who are engaged in 
the investigation, management and prevention of con- 
tagious diseases“. 
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